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Petrolagar 
FOR CONSTIPATION 


Miscible in aqueous solutions. 

Mixes with gastro-intestinal 

contents to form a homoge- 
neous mass. 


1, Petrolagar is more palat- 7, Augments intestinal con- 
able. Easier to take by tents by supplying an un- 
patients with aversion to absorbable fluid. 


plain oil—may be thinned 

by dilution. 8. More even distribution and 
dissemination of oil with 
gastro-intestinal contents. 
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folds of mucosa. bowel action. 


5. sabe re Sy the feces 12. Makes possible five types 
with oily . of Petrolagar to select from 


6, Does not interfere with to meet the special needs 
secretion or absorption. of Bowel Management. 


Petrolagar — Liquid petrolatum 65 cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 cc. 
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Petrolagar Laboratories, Inc. e 8134 McCormick Boulevard: e Chicago, Ilinois 
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SCENES FROM THE LABORATORIES OF 


Control 


AUTOMATIC EXTRACTORS 
used in assaying for 
alkaloids 


Adequate contro] of pharmaceutical a operations calls for unceasing 
s 


vigilance and the use of a variety of assay methods, including chemical, biologic, 


bacteriologic, and toxicologic determinations. 


These careful checks start with raw materials, are applied at intervals during 
production, and end with complete assay of the finished pharmaceutical. 


THE UPJOHN COMPANY 


KALAMAZOO, MICHIGAN 


Makers of Fine Pharmaceuticals Since 1886 
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« « » used under proper supervision 
lengthens lives of diabetic children 


PRIOR to the discovery of Insulin, diabetes in a child led to severe restric- 


tions in his mode of life and, in most cases, an early death. Today, in contrast, 


there are hundreds of happy, active diabetic children—leading practically 


normal lives with the aid of Insulin. 


More institutions, more physicians, and more patients are using Insulin 


Squibb and Protamine Zinc Insulin Squzbb than ever before. They rely upon 


the quality and dependability of these Squibb Products. 


@ INSULIN SQUIBB—An aqueous solution 
of the active, anti-diabetic principle obtained 
from pancreas. It is accurately assayed, uni- 
formly potent, carefully purified, highly 
stable, and remarkably free from pigmen- 
tary impurities and proteinous reaction-pro- 
ducing substances. Insulin Squibb of the 
usual strengths is supplied in 10-cc. vials. 


@ PROTAMINE ZINC INSULIN Squibb— 
Insulin Squibb to which protamine and zinc 
have been added. The product is carefully 
assayed and conforms to the specifications of 
the Insulin Committee, University of To- 
ronto. 

Protamine Zinc Insulin Squibb, 40 units 
per cc., is available in 10-cc. vials. 


PLease MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 





Vo_tumME XXV 
THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION Numaer 11 


J 
n 


al 
rs 
te 





In DEPRESSIVE STATES, Benzedrine 


Sulfate Tablets will often produce a sense of increased energy, mental 
alertness and capacity for work, but should be used only under the 
strict supervision of a physician. In depressive psychopathic states, the 


patient should be institutionalized. 


The following articles, selected from an extensive 


bibliography on the subject, discuss the administration of ‘Benzedrine 


Sa 


Sulfate Tablets’ in depressive states: 
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BENZEDRINE SULFATE 
TABLETS 


Each ‘Benzedrine Sulfate Tablet’ contains amphetamine sulfate, 10 mg. (approximately 1¢ gr.) 


SMITH, KLINE &@ FRENCH LABORATORIES, PHILADELPHIA, PA. 
Established 1841 be 





PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 





XXV 
11 


1e 


1€ 


1e 


1e 











Jour. F. M. A. 
May, 1939 ADVERTISING DEPARTMENT 543 


Prompt Symptomatic Relief 
in PEPTIC ULCER 


oe with PLAIN KNOX pyeeny research has recently demon- 
strated the effectiveness of utilizing 
GELATINE (U.S. P.) plain Knox Gelatine (U.S.P.) in treatment 
of peptic ulcer. In a group of 40 patients 
studied, 36 (or 90%) were symptomatic- 
ally improved; 28 of these (or 70%) expe- 
rienced immediate relief of all symptoms. 
Other than dietary regulation which 
included frequent feedings of plain Knox 
Gelatine no medication was given except 
an occasional cathartic. 
NO DANGER OF ALKALOSIS 
This regime thus eliminates the “alka- 
losis hazard” attendant upon continued 
alkali therapy. In discussing the mode of 
action by which gelatine brings peptic ulcer 
relief, Windwer and Matzner* speak of the 
acid-binding properties by which proteins 
can neutralize acids, and they state that 








CASE I—FEMALE, 74 


Uncomplicated gastric ulcer first demon- 
strated by Roentgen rays in 1934. Diet and 


alkalies afforded little relief. Accompanied the frequent gelatine feedings “apparently 
by loss of weight. Repeated X-ray studies in caused more prolonged neutralization of 
1936 and 1937 showed no improvement. She the gastric juice.” 


was placed on a diet-gelatine regime in ’ 
November, 1937. Relief immediate. Gained a ete yee cc sieae h 

a aa . mpty one envelope Knox Gelatine in a glass three- 
weight. Roentgen studies in April, 1938 quarters filled with cold water or milk. Let gelatine 
showed no demonstrable ulcer. settle to the bottom of the glass, then stir briskly and 
drink immediately. Take hourly between feedings for 
seven doses a day. 


*Windwer and Matzner, Am. Jl. Dig. Dis. 5:743, 1939. 


N OTE: The gelatine used in this study was plain ensnenin sen 
Knox Gelatine (U.S.P) which assays 85% protein and which ; 
should not be confused either with inferior grades of gelatine 
or with sugar-laden dessert powders, for these latter products 
will not achieve the desired effects. When you desire pure 
U.S.P. Gelatine, be sure to specify KNOX. Your hospital can 
get it on order. 


KNOX GELATINE LABORATORIES 


JOHNSTOWN NEW YORK 
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COMFORT CAN BUILD A PRACTICE 



































Naruratty. a professional man diagnoses for fact, and 


recommends for improvement. 











A goodly part of improvement, in prescription for vision, is 


as an aid to the patient in seeing more 





the item of comfort 


clearly — more easily. 


Where indicated, Sorr-LirE LENsEs, reducing only the quan- 
tity of light but not the quality, lend a degree of ease and eye- 
relaxation ever appreciated by the patient— a fact that serves 


him well, and builds friends for you. 


Sept Lite lenses 
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DIPHTHERIA TOXOID 


(Alum Precipitated ) 


Prevent Diphtheria. A single subcutaneous injection gives protection in 
a high percentage of patients. Tests for immunity with the Schick Test, three 


to six months after immunization show 90% to 95% protection. 


Treat Diphtheria with National Diphtheria Antitoxin (Refined and Con- 


centrated Globulin). Give injections immediately. Repeat injections every 


8 to 12 hours until the disease is under full control and all dangerous symp- 


toms subside. 


Write for Literature 


F.M.A, 5-3¢ 
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How is = Prepared 
Bacteriologically Sf 


INFANT 
FEEDING 
PRACTICE 
POINTERS 


Answers to 
Physicians’ Questions 


1. Q. What is the composition of 
Karo? 


A. Dextrin. . . . 50.0% 
Maltose. . . . 23.2% 
Dextrose . . . 16.0% 
Sucrose. . . . 6.0% 
Invert sugar . . 4.0% 
Minerals . . . 0.8% 

(Dry Basis) 


2. Q. What are the properties of 

Karo? 

A. Uniform composition, 
Well tolerated. 
Readily digested. 
Non-fermentable. 
Chemically dependable. 
Bacteriologically safe. 
Hy po-allergenic. 
Economical. 


3. Q. What are the Karo equiva- 
lents? 
A.loz.vol. . . 40 grams 
120 cals. 
loz.wt. . . 28 grams 
90 cals. 
1 teaspoon. . I5cals. 
1 tablespoon . 60 cals. 
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for Infants? 


— is extracted from thoroughly 
cleaned Indian corn. The colloidal solution is 
acidified and treated with superheated steam 
up to a pressure of thirty-five pounds per square 
inch to effect hydrolysis. The pressure is then 
released, the product neutralized, filtered, con- 
centrated and refined. 

Karo Syrup is adjusted to a uniform compo- 
sition, heated to 165° F. and poured into pre- 
heated cans and vapor vacuum-sealed. The 
product itself is untouched by human hands 
from source to completion. This freedom from 
contamination with pathogenic organisms is a 


determining factor in superior infant nutrition. 
“ . 
Infants Thrive 
ON 
oA 
Karo Formulas 


Infant feeding practice is primarily the concern of the 
physician; therefore, Karo for infant feeding is adver- 
tised to the Medical Profession exclusively. For further 
information, write Corn Products Sales Company, 
Dept. SJ-5, 17 Battery Place, New York City, N. Y. 
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..-PHARMACOLOGICALLY SIMILAR TO EPHEDRINE 
..-CLINICALLY SUPERIOR TO EPHEDRINE 


I. Propadrine Hydrochloride may be 

ROPADRINE HYDROCHLORIDE is a administered in therapeutic doses with 
bronchodilator and local vasocon- relative freedom from nervousness or 

; : : insomnia. 

strictor, with pharmacological properties i ees iii aii 

similar to ephedrine. Its clinical superi- hcg way 1 gpl .sen snag dtseaee 
z s 2 have been fairly common symptoms 
ority has beenemphasized by independent associated with the administration of 


investigators in these statements: ephedrine, were rarely observed in this 
group of patients. 


3. Propadrine Hydrochloride has 
proved a very satisfactory and valu- 
able therapeutic agent in the treatment 
of allergic manifestations. 


4. While the relief obtained from a 
single dose is equal to that produced by 
ephedrine, the absence of nervousness 
and insomnia makes it possible to use 
propadrine at frequent regular inter- 
vals and obviates the necessity of com- 
bining with it a sedative. Used in this 
manner, the results are definitely better 
than can be obtained by the usual ir- 
regular use of ephedrine. 

5. The use of propadrine every three 
or four hours gave more relief to the 
patients suffering with urticaria and 
angic-neurotic edema than any other 
medication these investigators found. 


6. In children, Propadrine Hydro- 
chloride is not likely to produce rest- 
lessness or walking or talking in their 
sleep. 

Propadrine Hydrochloride (pheny]-pro- 
panol-amine hydrochloride) is supplied 
as indicated under the illustration. 


CAPSULES: % grain—bottles of 25, 100 
and 500; 34 grain—bottles of 25 and 100. 


SOLUTION: 1% (isotonic)—1-ounce and For the Conservation of Life” 


pint bottles; 3%—1-ounce and pint bottles. 

(For topical application as a vasoconstrictor S LH ARP & DO HME 
in reducing congestion of nasal mucous 

membranes.) Pharmaceuticals Mulford Biologicals 


NASAL JELLY: in 34-ounce tubes con- PHILADELPHIA 
taining 0.66% Propadrine Hydrochloride. 
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The critical attitude is fundamental in medicine 
as in all science. Moreover, constructive criticism 
advances rather than hinders medical progress. 
The Lilly Research Laboratories strive constantly 
to maintain a critical but constructive attitude in 


offering new medicinal agents. 


ESTRONE, LILLY, is pure crystalline estrogenic substance. 
Supplied in ampoules containing 1,000, 2,000, 5,000, and 
10,000 International units, and in suppositories contain- 


ing 2,000 International units. 


ESTRIOL, LILLY, is pure crystalline estrogenic substance 
in a form suitable for oral administration. Supplied in 
pulvules (filled capsules) containing 0.06 mg., 0.12 
mg., and 0.24 mg. 


Eri LILLY AND COMPANY 
INDIANAPOLIS, INDIANA, U.S.A. 
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THE “SURGICAL KIDNEY” IN 
OBSTETRICS 
Rosert B. McIver, M. D. 
Jacksonville 


Clinical evidence of the small amount of 
renal tissue necessary to sustain life con- 
stantly presents itself. It is not surprising, 
therefore, that the pregnant patient who ex- 
hibits a serious surgical lesion of one or both 
kidneys, or who has previously undergone ex- 
tensive surgery of the upper urinary tract, is 
frequently able to carry the pregnancy to a 
successful conclusion. Therapeutic abortion 
should not be advised on the basis of the renal 
lesion present, unless and until a complete 
urologic study demonstrates renal insufficiency 
not amenable to treatment. In each of the four 
cases here reported the patient had been ad- 
vised by one or more physicians to have the 
pregnancy interrupted. In all of them, how- 





Fig. 1.—Preliminary roentgenogram; bilateral massive neph- 
rolithiasis. Pregnancy at the fourth month. Calcified glands, 
right. 


ever, a study of the urinary tract demonstrated 
fair to good renal function, and a conference 
between the obstetrician, the urologist and the 
internist, in collaboration with the roentgen- 
ologist and the pathologist, led to the decision 
to adhere to conservative treatment. 





Read before the Florida East Coast Medical Associa- 
tion, Cocoa, October 28, 29, 1938. 


MASSIVE BILATERAL NEPHROLITHIASIS 

Cases of renal calculi, even without much 
obstruction or infection, and particularly if 
bilateral and massive, are often thought to de- 
mand the interruption of pregnancy. On the 
contrary, these cases may go past viability or 
even to full term without open surgery on 
either kidney. The following case serves as an 
illustration. 





Fig. 2.—Uretero-pyelogram confirming diagnosis of bilateral 
massive nephrolithiasis. Note stag-horn calculus filling pelvis 
and calices of left kidney and large calculus in pelvis of right 
kidney. Poor drainage at left uretero-pelvic juncture. 

Case 1.—Mrs. S. B., white, aged 22 years, was four 
months pregnant and complained of frequency of urina- 
tion, burning at urination and pain across the back when 
she was referred to me in February, 1933, by Drs. S. R. 
Norris and T. S. Field. Attacks of frequency of urina- 
tion, dysuria and burning at urination, accompanied by 
an elevation of temperature and at times nausea but no 
vomiting, and lasting from a few days to a week, had 
recurred intermittently for two years, she said; since 
the onset of pregnancy, pain across the back had de- 
veloped. In the course of previous examinations, urin- 
alysis had revealed pyuria, and a roentgen study of the 
urinary tract had disclosed the presence of a large cal- 
culus in the pelvis of each kidney (Figure 1). 

Cystoscopic examination revealed that the bladder was 
displaced upward and forward by the large pregnant 
uterus. Analysis of a specimen of urine from the bladder 
showed pus cells and albumin 2 plus and erythrocytes 
1 plus; in the specimens from the kidneys the albumin 
was | plus, and there were a few pus cells and erythro- 
cytes in each. Phenolsulphonphthalein appeared in 12% 
minutes on the right side and 8 minutes on the left, the 
output in 30 minutes being 18 and 14 per cent respec- 
tively. Cultures revealed the presence of Staphylococcus 
aureus in the left kidney. Analysis of the blood chem- 
istry showed urea nitrogen 28 mg. and creatine 1.5 mg. 
per 100 cc. of blood; acetone was negative. 

Confirming the preliminary roentgen study, pyelo- 
grams revealed a large calculus occupying the pelvis 
of the right kidney and a branched calculus filling the 
pelvis and calices of the left kidney, with poor drainage 
at the left uretero-pelvic juncture (Figure 2). 
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During the interim before delivery, the renal in- 
fection was partially controlled by fluids, drugs and 
repeated pelvic lavage. The patient’s blood pressure was 
elevated, and there was some toxemia. On July 19, in 
the eighth month of pregnancy, labor was induced, and 
a normal child was delivered (Figure 3). 

Six months later, on Jan. 24, 1934, a pelvolithotomy 
was done on the right side, and a calculus 1% by 1 
On May 8, a pelvo 


by 1 inches in size was removed. 
lithotomy was done on the left side, and a stag-horn 


Fig. 3.—Child, aged 5 years, 8 months, born one month 
prematurely to patient with bilateral massive nephrolithiasis. 


calculus 2 by 1% by 1 inches in dimension was removed. 
The patient discontinued treatment in October of that 
year. When she returned in April, 1936, eighteen months 
later, there was profuse pyuria, and a recurrent massive 
caculus in the left kidney (Figure 4). Thereafter she 
submitted to treatment regularly, and on October 5 a 
nephrolithotomy was performed on the left side. Renal 
drainage and lavage were then carried out every week 
for the first year and every two weeks for the second 
year. In October, 1938, the patient had no pyuria, no cal- 
culi were present, and cultures were sterile (Figure 5). 
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Fi 4.—Preliminary roentgenogram; recurrent massive cal- 


&g. 
culus, left, two years after pelvolithotomy. 
POSTNEPHRECTOMY AND PELVOLITHOTOMY 
ON REMAINING KIDNEY 
Nephrectomized patients stand surgery and 
Owing to increased 
un- 


other illness successfully. 
functional activity, the remaining kidney 
dergoes compensatory hypertrophy and is able 
to make a normal recovery following an oper- 
ation on itself. If there dev elops a pregnancy, 
this single kidney, previously operated upon, 
may function properly with safety both to the 
mother and the child. Case 2 is illustrative. 


Case 2.—Mrs. S. R., white, aged 36 years, was sent 
to me by Dr. T. S. Field in June, 1936. She complained 
of the absence of menstruation for two periods. Her 
history was usual except for a nephrectomy on the right 
side for multiple calculi some years previously and, 
later, a pelvolithotomy on the left side for a large cal- 
culus. She stated that she had been married seven years, 
had not been pregnant and had used no contraceptives. 

The physical examination revealed that she was two 
months pregnant, and there was a fibroid tumor of the 
uterus, posterior in position and about 2 inches in di- 
ameter. The bladder was normal, and there was no 
obstruction of the left ureter. Urinalysis was essen- 
tially negative. Phenolsulphonphthalein appeared in 6 
minutes on the left side, and the output was 30 per cent 
for the first hour and 20 per cent for the second. Cul- 
tures gave only negative results. Analysis of the blood 
chemistry showed urea nitrogen 15 mg., creatine 1.4 
mg. and nonprotein nitrogen 30 mg. per 100 cc. of blood; 
acetone was negative. 

Roentgenologic examination disclosed the presence of 
several calculi at the stump of the right ureter (Figure 
6), but there was no stone in the region of the left 
kidney. A pyelogram of the left side revealed a large 
single kidney, also hydronephrosis (Figure 6). 

The pregnancy progressed to full term without com- 
plications, and on Jan. 18, 1937, a normal infant was 
delivered by cesarean section (Figure 7). Cystoscopy 
followed, and an indwelling catheter was placed in the 
left ureter and renal pelvis. 

After delivery, the patient suffered from intermittent 
pyuria. When she was ‘main in October, 1938, there 
was no roentgenologic evidence of a stone in the region 
of the left kidney, but slight hydronephrosis was in- 
dicated in the pyelogram (Figure 8); there was no 
evidence of pyuria; in the phenolsulphonphthalein test 
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the output was 25 per cent for the first hour and 20 
per cent for the second, and analysis of the blood 
chemistry showed nonprotein nitrogen 37.5 mg. per 
100 cc. of blood. 

UNILATERAL PYELONEPHRITIS AND 


MULTIPLE NEPHROLITHIASIS 


The type of infection present in the surgical 
kidney may indicate the procedure to be de- 
termined upon in pregnancy, particularly when 
there is renal obstruction. Constitutional symp- 
toms, chills, fever, loss of weight and anemia 
add to the seriousness of this syndrome. Often 
it is dangerous to wait, dangerous to drain 


Fig. 5.—Roentgenogram, October, 1938, two years after neph- 
rolithotomy, left, had been performed because of recurrent 
massive calculus. No recurrent calculus. 


and dangerous to abort. Moreover, in such 
cases, surgical drainage may precipitate abor- 
tion, or the therapeutic abortion may not re- 
lieve the renal obstruction. Should labor fol- 
low surgical drainage, the baby is usually lost, 
as was true in case 3. 


Case 3.—Mrs. E. S., a white quadripara, aged 26 
years, was six months pregnant in July, 1938, when she 
‘was referred to me by Dr. A. D. Stollenwerck. She 
complained of pain in the left side, chills, fever and 
sweats. She stated that at intervals since the onset of 
this pregnancy, and for some months previously, she 
had had attacks of pain in the left loin, accompanied by 
chills, fever, anorexia, nausea, burning at urination and 
cloudiness of the urine. She had lost fifteen pounds in 
weight. 
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On examination, the patient’s temperature was 102 F., 
the pulse rate 120 and respiration 20; there was a tender 
palpable mass in the region of the left kidney. Urin- 
alysis showed pus cells 3 plus, albumin 3 plus and 
acetone 2 plus. Examination of the blood gave no evi- 
dence of malarial parasites, but disclosed a secondary 
anemia. Cystoscopy revealed that the bladder was situ- 
ated high behind the pubes. Pus cells were 2 plus in 
specimens from both kidneys, and in the one from the 
right kidney erythocytes were 1 plus. Cultures demon- 
strated the presence of Bacillus coli in the right kidney. 
Phenolsulphonphthalein appeared in 12 minutes on the 
right side with an output of 40 per cent in one hour; 
it did not appear on the left side. Analysis of the blood 
chemistry showed urea nitrogen 13 mg. and sugar 60 
mg. per 100 cc. of blood; there was a trace of acetone. 


A roentgen study revealed on the left side multiple 
nephrolithiasis (Figure 9), pyonephrosis and an obstruc- 
tion at the uretero-pelvic juncture completely blocking 
the kidney (Figure 10). Hydronephrosis was discernible 
on the right side. 


On July 25, 1938, a nephrostomy was done on the 
left side, under avertin administered rectally and novo- 
cain used locally. More than 250 cc. of pus was drained 
from the kidney. The following day, a premature in- 
fant, that lived but a few hours, was delivered. 


A blood transfusion was given on August 10. Ten days 
later a nephrectomy was done on the left side. The 
pathologic findings were multiple nephrolithiasis, chronic 
pyelonephritis and pyonephrosis. The illness followed a 
prolonged septic course, and the patient was given blood 
transfusions on August 25, and on September 14 and 23. 
She was discharged on October 10. The incision healed, 
and in January, 1939, she had gained 25 pounds. 


DESTRUCTIVE PYONEPHROSIS AND OBSTRUCTIVE 
NEPHROLITHIASIS WITH OPPOSITE 
HYDRONEPHROSIS 


Renal lesions of long standing resulting in 
obstructive pyonephrosis lead to a unilateral 
loss of renal function. If the opposite kidney 
is hydronephrotic and the patient is approach- 


Fig. 6.—Roentgenogram showing hypertrophy with hydro- 
nephrosis but no calculi in left kidney of nephrectomized pa- 
tient two months pregnant. Calculi in stump of right ureter. 





552 


ing 40 years of age, the problem is doubly 
complicated. Close cooperation between the 
urologic surgeon and the obstetrician is essen- 
tial for indwelling catheter drainage of the 
hydronephrotic kidney offers a hazard that 
constantly threatens to induce labor, and open 
drainage of the pyonephrosis doubles the 
hazard. Prolonged drainage is as a rule neces- 
sary, and hospitalization for many weeks or 
even months may be required. These condi- 
tions are illustrated in case 4. 





Fig. 7.—Child, aged 2 years, 2 months, delivered at full 
term by cesarean section to nephrectomized patient with hydro- 
nephrosis of remaining kidney. 


Case 4.—Mrs. T. H., aged 38 years, a white tripara 
about five months pregnant, complained of pain in the 
right side and chronic kidney colic on the left side when 
she was sent to me in May, 1938, by Dr. E. T. Sellers. 
She related that she had suffered from attacks of kidney 
colic on the left side for fourteen years and had passed 
some thirty stones; hematuria had occurred numerous 
times, and for three years immediately preceding, pain 
in the right loin had persisted. The last menstrual period 
had occurred in December, 1937, she said, but there had 
been “a show” in January; hematuria had been present 
once in April, and the urine had been turbid most of the 
time since the onset of pregnancy. At the time of con- 
sultation she was suffering from backache, chills and 
fever at irregular intervals, anorexia and loss of weight. 

Examination of the blood revealed a secondary ane- 
mia. Cystoscopy showed that the bladder was displaced 
upward and forward by the pregnant uterus. Four 
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ounces of clear urine were recovered from the right 
kidney and some turbid fluid from the left. Urinalysis 
showed pus cells 2 plus for the bladder and 3 plus for 
the left kidney; albumin was 2 plus for the bladder, 1 
plus for the right kidney and 3 plus for the left kidney. 


N 


Fig. 8.—Uretero-pyelogram showing only slight hydroneph- 
rosis remaining in left kidney of nephrectomized patient, twenty- 
two months after delivery ot normal child at full term by 
cesarean section (Fig. 7). 


Cultures from the bladder and specimens from the left 
kilney revealed the presence of Staphyloccoccus albus. 
Phenolsulphonpththalein appeared in 4 minutes on the 
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right side, and the output in one hour was 60 per cent; 
it appeared in 20 minutes on the left side, but there was 
no output within one hour. Analysis of the blood chem- 
istry showed urea nitrogen 17 mg. per 100 cc. of blood, 
and there was no evidence of acetone. 

A large round dense calculus obstructing the pelvis of 
the left kidney was demonstrated reontgenologically 
(Figure 11). Pyelograms indicated hydronephrosis on 


Fig. 9.—Roentgenogram; multiple nephrolithiasis, left. 
the right side and nephrolithiasis and massive pyone 
phrosis on the left side (Figure 11). 

To relieve the hydronephrosis, an indwelling catheter 


was placed in the right ureter. Under local anesthesia 


nephrostomy and nephrolithotomy were performed on 
the left side. The nephrostomy tube was left in place 
until after delivery four months later. 


Fig. 10.—Pyelogram showing multiple nephrolithiasis, acute 
suppurative pyelonephritis and obstructive pyonephritis of left 
kidney in patient six months pregnant. Hydronephrosis, right. 


On Sept. 4, 1938, during the eighth month of preg- 
nancy, a normal infant, weighing 91% pounds, was de- 
livered normally (Figure 12). The patient’s recovery 
progressed, and the nephrostomy was closed. Two weeks 
postpartum, bilateral hydronephrosis was shown in pye- 
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Fig. 11.—Roentgenogram; hydronephrosis, right (120 cc.), 
obstructive nephrolithiasis and destructive massive pyonephrosis, 
left. Pregnancy at about the fifth month, 


lograms (Figure 13). Bacillus coli was present in all 
cultures. Pus, cells were 1 plus in specimens from the 
bladder and 2 plus in specimens from the left kidney; 
the amount excreted by the right kidney was 45 cc. and 
by the left 100 cc. Phenosulphonphthalein appeared on 
the right side in 34 minutes and on the left in 5% 
minutes; the output for the right kidney was 65 per 
cent but it was scant for the left kidney. The blood 
chemistry was normal. 

Despite catheter drainage of the renal pelves at in- 
tervals, pyonephrosis recurred on the left side, and a 
nephrectomy was performed Nov. 21, 1938. Since that 
time the patient has remained well. 


ol 


Fig. 12.—Child, aged 3% months, delivered normally one 
month prematurely to patient with indwelling catheter in right 
ureter and nephrostomy tube still in place after nephrostomy 
and nephrolithotomy, left, performed four months previously. 
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Fig. 13.—Pyelogram; two weeks postpartum, bilateral hy- 


dronephrosis. 


SUMMARY 

A surgical lesion of one or both kidneys 
does not of itself indicate therapeutic abortion. 

The decision to continue or to interrupt 
pregnancy in a patient with renal involvement 
should be reached only after a complete study 
of the case has been made. 

Four cases of pregnancy complicated by the 
so-called “surgical kidney,” carried to normal 
or operative delivery, with four living mothers 
and three living children, are here presented.* 


1108 Greenleaf Building. 


*From the Department of Urology, St. Vincent’s 
Hospital, Jacksonville, Fla, The final operation in Case 
1 was performed in St. Luke’s Hospital, Jacksonville, 
Fla. The roentgenologic studies in the four cases reported 
were made by Dr. W. McL. Shaw. Drs. C. E. Royce and 
L. Y. Dyrenforth made the laboratory studies. 





TREATMENT OF CHRONIC 
PROSTATITIS BY INJECTION 
Perry D. Mervin, M.D. 

Miami 

The purpose of this paper is to bring to 
your attention a method of treating cases of 
chronic prostatitis which have failed to re- 
spond to the methods usually employed. The 
treatment of chronic prostatitis is usually a 
prolonged affair and is often unsatisfactory 
even in spite of persistent therapy. Even 
though symptomatic relief is usually obtained 
after a period of prostatic massage and dila- 
tations, the prostatic secretion will often con- 
tinue to show pus. In view of the great im- 
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portance of the infected prostate as a focus 
of systemic infection in these cases, it is im- 
portant that the infection be completely eradi- 
cated, if possible. To that end, a considera- 
tion of the injection treatment of prostatitis 
is worthy of our attention. 

Forty-three years ago Hoffman obtained 
good results from the injection of antiseptics 
into the prostate by perineal puncture. He 
used a 3 per cent phenol solution introduced 
through a long cannula inserted into the 
prostate through the rectum or perineum. In 
1910 and 1913 Cano published the results of 
his observations with intra-prostatic injec- 
tions of antiseptics. His methods were brought 
to the attention of Townsend and Valentine 
and in 1917 they published in conjunction with 
him the clinical results following 67 intra- 
prostatic injections of a phenol solution. Since 
this publication, Townsend has administered 
more than 1,000 intraprostatic injections with- 
out complications. This method of treatment 
of prostatic infections was not widely adopted 
and very little is mentioned in the literature 
about it until the recent publications by Grant. 
McCarthy in 1935 recommended the direct in- 
jection of antiseptics into the prostate through 
the panendoscope. 

Previous to the work of O’Conor and 
Ladd, no mention is made in the literature 
regarding the changes that occur in prostatic 
tissue after it has been infiltrated with mer- 
curochrome or colloidal silver. Grant states 
that at the beginning of his work he “in- 
jected a few dogs’ prostates and they seemed 
none the worse.” O’Conor and Ladd _ in- 
jected mercurochrome and colloidal silver so- 
lution into the prostates of fully grown dogs 
and found that this caused a chronic inflam- 
matory reaction with scattered areas of necro- 
sis with complete or partial destruction of 
acini. The late result was a diffuse fibrosis of 
the gland. From these experimental studies it 
would seem that the beneficial clinical results 
credited to intraprostatic injections must be 
due to the fibrotic obliteration of infected 
acini, rather than to localized sterilization of 
infected tissues. 

In a later experimental study on dogs by 
O’Conor and Ladd, they injected the pros- 
tates of 32 dogs, using normal saline, 5 per 
cent neosilvol, 1 :5000 tincture of metaphen, 
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sterile distilled water, 2 per cent mercuro- 
chrome, isotonic electrargol, and finally some 
\f the prostates were simply needled without 
injecting anything. It was found that the 
rauma of simple needling of the prostate was 
followed by an inflammatory reaction with 
considerable subsequent fibrosis and glandular 
lestruction. The various solutions injected 
resulted in rather uniform changes that varied 
only in degree. The studies seemed to show 
that any solution injected into the prostate, 
whether normal saline, distilled water, or an- 
tiseptics, results in marked destruction of 
acini and chronic inflammatory changes with 
fibrosis. 

From these experimental studies one cannot 
help but wonder whether the end result in 
some of these cases will not ultimately be a 
firm scarred prostate with a fibrous median 
bar obstructing the bladder neck. While a cer- 
tain percentage of these patients with chronic 
prostatitis are apt to develop a fibrous median 
bar regardless of treatment, it is possible that 
intraprostatic injections might hasten the pro- 
cess by several years. This, to me, is the only 
real criticism of this form of treatment. How- 
ever, to date there have been no studies to 
confirm or disprove such impressions. 

To determine what became of substances in- 
pected into the prostate, Townsend injected 
India ink into obstructing adenomatous pros- 
tates immediately prior to enucleation. The 
enucleated adenomas were then sectioned and 
examined. 

“The dye was found distributed irregularly 
in the tissue, some pigment granules within 
the lumen of the gland, as well as in the epi- 
thelia, some within the blood vessels, involv- 
ing all the coats, and the remainder haphaz- 
ardly scattered throughout the various struc- 
tures, fibrous connective tissue and smooth 
muscle fibers, partly in large conglomerate 
masses.”’ Since adenomatous prostates do not 
show the true character of dissemination of 
dyes because the proportion of glandular and 
fibrous tissue is changed, the prostate of a 20- 
year old criminal was injected 5 minutes after 
electrocution with 30 cc. of a 20 per cent 
suspension of India ink. Immediately there- 
after the prostate and bladder neck were re- 
moved, sectioned and stained. These sections 
showed the presence of diffuse black pigment 


MELVIN: TREATMENT OF CHRONIC PROSTATITIS BY INJECTION 


555 


in all tissues, connective, muscular, glandular 
and vascular. Therefore, it is apparent that 
substances thus injected into the prostate do 
diffuse throughout the gland, not only because 
of the local circulation but also because of the 
constant elastic pressure of the prostatic cap- 
sule. Townsend warns against the injection 
of any medication that cannot be tolerated by 
the general circulation, since these substances 
do find their way into the blood vessels. 


Most of the exponents of intraprostatic in- 
jections have based the rational of such treat- 
ment on the supposition that the chemicals in- 
jected have a direct bacteriocidal effect on 
the organism present in the prostatic acini. 
Grant says that he does not know how the 
mercurochrome does act, but believes that it 
exerts a local bacteriocidal and bacterostatic 
action, since it does remain in the gland for an 
extended period. It apparently does not act 
in the same obscure biological way as it does 
when injected intravenously. As pointed out 
elsewhere, the action is probably due entirely 
to the resulting fibrosis and contracture which 
occludes the infected acini. 

The technique of injection used by Grant 
and usually employed by others is as follows: 
Gas is the anesthesia of choice as the procedure 
is by no means painless. First the bladder is 
filled with sterile water, in order to displace 
the prostate downward as far as_ possible. 
Both vasa are then exposed through a small 
incision in the upper part of the scrotum, and 
each vas injected with 10 cc. of freshly pre- 
pared solution of 1 per cent aqueous mercuro- 
chrome. Thus each seminal vesicle is dis- 
tended with the antiseptic. The patient is then 
placed in the lithotomy position and with 
the left index finger in the rectum to act as a 
guide, an 8 inch 20 calibre needle is intro- 
duced into the lateral lobe of the prostate 
through the perineum. The needle is readily 
guided into the prostate by the rectal finger, 
and as it passes through the prostatic capsule 
increased resistance is felt. The needle is 
passed on for one-quarter to one-half inch 
into the gland. The hub of the needle is then 
connected to a 10 cc. Luer Locktite syringe, 
and moving the point of the needle about, 5-10 
ce. of mercurochrome is injected into the 
lateral prostatic lobe. The needle is then 
withdrawn from the capsule and reinserted 
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into the opposite lobe and the injection re- 
peated. Some pressure is required to force 
the fluid into the gland, so if it goes in too 
easily the needle is probably not in the pros- 
tate. Twenty cc. is the total amount usually 
injected. The prostate is then thoroughly 
massaged to disseminate the mercurochrome, 
and the bladder then emptied. 

The urethral method of prostatic injection 
is accomplished through a specially con- 
structed needle introduced through the Mc- 
Carthy panendoscope under direct vision. The 
needle is inserted for one-half inch first into 
one lobe and then into the other. The syringe 
is attached to the needle and 5-10 cc. of mer- 
curochrome injected into each lobe. This is 
the method of injection suggested by Mc- 
Carthy. There is no great choice between the 
two methods, as both serve the same purpose 
satisfactorily. 

Follow-up treatment consists of prostatic 
massage twice weekly, together with daily hot 
sitz baths for a few days. As a rule all pus 
disappears from the prostatic secretion three 
to five weeks postoperatively. The pros- 
tatic secretion is often tinged with mercuro- 
chrome as late as four weeks. As part of the 
follow-up treatment, attention must be directed 
to any other focus of infection that may be 
present, such as teeth, tonsils, sinuses or colon, 
in order to prevent a recurrence of prostatic 
infection. 


BIBLIOGRAPHY 


1. Townsend, T. M.: Intraprostatic Injections. Jour. 
Urol., 35: 75, (1936). 

2. Hoffman, E., cited by Townsend. 

3. Cano, Townsend, and Valentine: The intravenous 
and Intraprostatic Injections of Methyl-phenol and Nor- 
mal Phenol Serum in Gonorrhea. Med. Rec., 1917, 
(Apr. 28). 

4. Valentine, J. J.: Cases of Gonorrheal Prostatitis 
Treated by Intra-prostatic Injection. Internat. Jour. 
Surg., 33: 226-232, 1920. 

5. O’Conor, V. J., and Ladd, R. L.: Intraprostatic 
Injections, J. A. M. A., 107; 1185, 1936. 

6. O’Conor, V. J., and Ladd, R. L.: Intraprostatic 
Injection, Jour. Urol., 37: 557, 1937. 

7. Grant, Owsley: Treatment of Prostatitis by In- 
jection, Jour. Urol. 29: 749, 1933. 

8. Grant, Owsley: Treatment of Prostatitis by In- 
jection, Jour. Urol., 33: 631, 1935. 

Grant, Owsley: Treatment of Recalcitrant Pros- 
tatitis by Drug Injection, Jour. Urol., 39: 150, 1938. 

10. McCarthy, J. F., Recent Advances in Instru- 
mental Urology, Jour. Urol., 33: 303, 1935, 

11. Orr, Louis M., Medical and Surgical Treatment 
of Chronic Prostatitis, Amer. Jour. of Surgery 39: 
602, 1938. 


330 Ingraham Bldg. 


THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


VoLtumME XXV 
Numser 11 


THE INSURED NEUROTIC 
WHITMAN C. McConne LL, M.D. 
St. Petersburg 


The insured neurotic is a problem to tax 
the judgment of the insurance examiner after 
most careful observations. The motive to 
malinger is evident and the “wherewithal” to 
remain away from the intolerable situation or 
evade responsibility is present. The examiner 
wants to be fair to both the insured and the 
insurer. It takes time to convince the former 
of this desire. In fact, it takes several days 
of sympathetic conversation and conscientious 
diagnostic work to gain this point, as well as 
to secure data for a comprehensive report. 
The patient and his wife have reported to one 
to whom they feel antagonistic because that 
one was selected, not by them, but by a com- 
pany apparently desirous of discharging a 
liability. If the examiner can forget that it is 
an insurance case while he is examining the 
patient and discuss the patient’s disability as 
though the patient had come voluntarily for 
help, the examiner will radiate confidence that 
will be absorbed by the patient. Usually on 
the second visit and after the family has dis- 
cussed the attitude of the examiner at the first 
visit, the wife will prefer to shop or wait in 
the reception room during the period her 
husband is with the examiner. During the 
previous visit, she had clung to him like a 
leech, lest the examiner might attempt to take 
unfair advantage of her disabled husband. 

The insured doubts details of an examina- 
tion and their motives. For example, when a 
sample of handwriting is desired, it is better 
to ask the patient to write some indefinite sen- 
tence than to sign his name. He fears a signa- 
ture on a blank card may be subterfuge for 
signing a waiver of claim that might later be 
typed above his signature. 

When the insured is a neurotic, the exam- 
iner may often serve beyond his sphere as an 
adjuster when the company’s adjuster would 
be received skeptically, by recommending that 
the insured be permitted to resume his occu- 
pation or enter a new field of endeavor with- 
out loss of insurance security, between the 
amount of his occupational income and _ his 
compensation check, for a definite trial period. 


Read before the Second Annual Meeting of Medical 
District D, Bradenton, September 29, 1938, 
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This gives the patient a chance to prove to 
himself that he may become rehabilitated 
without the impending fear of being cut loose 
in a cruel world without funds, by attempting 
a gainful occupation and by failing in it. 
Since the neurotic did not premeditate insur- 
ance compensation beyond that of normal se- 
curity, he is not likely to have paid excessive 
premiums beyond his earning power; conse- 
quently, his private endeavor will soon exceed 
his compensation check which would auto- 
matically cease to come. For a person to hold 
policies well beyond his expected ability to 
pay premiums would suggest premeditation 
through malingering. Insurance companies 
are most cooperative and apparently appre- 
ciate instead of resenting such “meddling.” 


If it were not for the personal equation of 
the attending physician-patient relationship, 
a copy of the report would be helpful to the 
examiner for it would be additional scientific 
data which he could use to advantage in the 
treatment of the patient. Insurance companies 
primarily want their claimants to get well so 
that they become payers instead of payees. 
However, Dr. I. Read Stidger, Medical Su- 


pervisor of the Prudential Insurance Com- 
pany of America, comments on this thought 
as follows: “From our view, this would be a 
dangerous practice as occasionally it puts into 
the hands of those who might take a dispute 
to court the material on which a defense of a 


claim could be made. One should realize that 
the relationship between the attending physi- 
cian and the physicians selected by the insur- 
ance company for an independent opinion is 
not the same as that which exists between the 
attending physician and the specialist to whom 
the attending physician refers a patient. The 
opinion expressed by the specialist may not be 
at all in accord with what the attending phy- 
sician thinks or may have told the insured and 
opportunity for disagreement and other forms 
of unpleasantness may thus be created. I do 
not mean to imply that we are prone to go to 
court; on the contrary, we studiously avoid 
such a procedure. No doubt, in certain in- 
stances, free transmission of findings to the 
attending physician is helpful. In deference 
to the legal angle connected with our work, 
it has always been the practice to expect that 
no such information be divulged without per- 
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mission of the Company in each instance.” 

Naturally psychoneurosis and malingering 
are easily confused especially where a fi- 
nancial motive does exist as in insurance ex- 
aminations. Too often, physicians are prone 
to interchange their meanings in conversation. 
To accuse a neurotic person of malingering is 
grossly unfair, for he is actually sick and this 
error is undesirable to insuring companies. 
Yet to carry a malingerer on disability is to 
abuse a sacred trust conferred upon the phy- 
sician by the insurer. 

There is naturally a tendency of attending 
physicians to favor the insured, either because 
the physician knows and likes him or in rare 
instances, there ulterior financial 
motive of being assured his fee from the in- 
surance check. Companies call upon other 
physicians to secure less biased deductions 
and these consultants are usually men espe- 
pecially qualified in the field of practice in 
which the disability of the claimant falls. 
From these men, companies want facts for 
any case may be brought to court and no com- 
pany wants its testimony to fall short because 
the special examiner felt inclined to favor his 
employer. 

To frankly diagnose a case as malingering 
is rather harsh because it is an accusation of 
fraud. Should it go to court, the examiner 
would not have to defend himself as in a case 
of slander but the jury will tend to sympathize 
with the insured, whom it believes is being 
persecuted, and against the physician and the 
company he represents. However, since many 
policies require a total permanent disability 
rating to assure payment of claims handled 
by psychiatrists, an examiner may have the 
opinion that the case is either partial or tem- 
porary in nature. He may otherwise com- 
ment that he cannot find evidence to support 
the claimed symptoms. Companies usually 
tell examiners the type of policy held by the 
insured. 

Malingering is more likely to exist where 
bulk settlement is expected as following an 
accident. In these types of cases, the maling- 
erer often employs an attorney of shady rep- 
utation to present his claim. Knowledge of 
the attorney can be some guide to the physi- 
cian. The melingerer, unlike the neurotic, 
gets tired acting disabled. His disability 
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is in his conscious mind. He does not want 
much conversation with the examiner and re- 
sents examination, because he is afraid of be- 
ing trapped, or if he realizes this, he may 
overdo his act. Very occasionally, anxiety neu- 
rosis develops through the mechanism of fear 
and clouds the picture through its vegetative 
svmptoms. Because the malingerer is not 
sick, he has time to rest from acting when 
unobserved. This saves his emotional reserve. 
Companies go to great expense to expose 
malingerers. Motion pictures have been made 
of their actions without their knowledge. 
These are most persuasive proof of fraud. On 
the other hand, companies are very tolerant 
of the neurotic claimant. 

Dr. Wm. S. Sadler in his Theory and 
Practice of Psychiatry (Page 674) states that 
the malingerer or simulator of disease may 
be detected as follows: 

1. The malingering onset is sudden. In the true 
neurosis and psychosis there is always a prodromal 


period of insomnia, malaise, irritability and restlessness. 

2. Symptoms are exaggerated and overacted if long 
continued. 

The malingerer’s symptoms are inconsistent with 

any type of neurosis or psychosis. 

4. Symptoms are produced to order—rapidly changed 
from day to day. 

5. When the malingerer thinks he is unobserved, 
the symptoms are not maintained. | 

6. All constitutional signs of ill health are absent. 

7. Very seldom does he refuse food. 

8. Insomnia cannot be maintained. 

Psychoneurosis is an involuntary retreat 
from an intolerable situation with the 
victim living in a world of reality and is 
the mind. The 
neurotic fears getting well because his dis- 


a disorder of unconscious 
ability masks his inadequacy. He does get 
pleasure in telling his symptoms at length and 
having someone listen to him and sympathize 
with him. He will have more or less definite 
persistent symptoms whether he believes he is 
being observed or thinks he is alone. Psycho- 
neurosis is hypostatized by fear. Fear nor- 
mally prepares the animal for flight or if he is 
cornered, for fight, through stimulation of the 
suprarenal gland with an abundant pouring 
of adrenalin into his blood stream. It is on 
this mechanism that concrete laboratory differ- 
entiation can be based. Prolonged fear ex- 
hausts the suprarenal and through the vege- 
tative nervous system other ductless glands 
attempt to compensate. These are hvperac- 
tive at first but’ later exhausted. Hormone 
content of blood becomes deficient. 
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Proving endocrine deficiency through lab- 
oratory work is a great help in differentiation. 
Laboratory findings in addition to the usual 
symptoms of differentiation banish much 
doubt. Since doubt on the part of the exam- 
iner keeps many on compensation, the addi- 
tional cost is willingly paid by companies. One 
can be reasonably assured that the claimant 
with a normal endocrine balance is not des- 
perately in need of financial help because of 
his disability. If he is a mild neurotic, put- 
ting him back to work will cure his neurosis. 
If he malingers, there has been one more vic- 
tory for scientific medicine. 
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DIAGNOSIS AND TREATMENT OF 
STERILITY 
E. Bryant Woops, M. D. 
Tampa 

From ancient times the reproach for bar- 
renness has been visited upon the wife, and 
the cause has been assumed to be some ab- 
normality of her reproductive organs. Con- 
sequently the problem of sterility is assigned 
by tradition to the gynecologist. In the last 
few vears there has been much progress in this 
field, flooding the literature with a myriad of 
articles, so that this discussion must of neces- 
sity be only in skeleton form. Not only have 
we found that the husbands must share much 
of the responsibility for infertility, but also 
that the depressed constitutional states are 
causative factors almost as important as are 
local genital disorders. Meaker’ has long 
ceased to speak of sterility in man or woman; 
a more accurate concept in his opinion is that 
of the sterile mating. The complete investi- 
gation and treatment of sterility must, there- 
fore, involve work in several nongynecologic 
fields of practice, particularly in urology, in- 
ternal medicine, and endocrinology. Each 
couple presents a research problem within 
themselves. 

Many confusing terms have been proposed, 
but we may divide all cases into three general 
classes: absolute sterilitv, in which there is 
absolutely no possible chance of the person 
producing active gametes or having their 
gametes accessible to the gamete of the oppo- 
site sex; relative sterility, in which a person 


~ Read before the Hillsborough County Medical So- 
ciety, May 3, 1938. 





a 
> 





beni AS a abe Ess tk > st a 





4 
| 
a 
4 
Fy 
















re 


al 


wea 





Serr 3 


Fo RNA en 


Jour. F. M. A, 
May, 1939 


is sterile at the present time; and low fertility, 
in which a patient is not sterile, but offers so 
many impediments to the gamete of the oppo- 
site sex that fertility, at least in this mating, 
is improbable. We may further divide these 
patients into those having primary (congen- 
ital) or secondary (acquired) sterility, the 
former being due to anatomical deficiency, the 
latter resulting from some intervening path- 
ological condition. 
ETIOLOGY 

1 Deficient spermatogenesis may be due 
to a congenital absence or pathological de- 
struction of the sex glands, failure of devel- 
opment because of lack of endocrine stimula- 
tion, or to exocrine causes such as sexual ex- 
cesses, or depressed constitutional states re- 
sulting from chronic intoxications or consti- 
tutional diseases. 

2 Obstruction and occlusion in the male 
genital tract most commonly results from epi- 
didymitis accompanying gonorrhea or tuber- 
culous infection, or may result from stenosis 
of the urethra or ejaculatory ducts following 
inflammation or operation. 

3 The prostatovesicular secretions may be 
hostile to the sperm either because of chemical 
or bacterial properties, or because of physical 
constituency ,—viscosity. 

4 Faulty delivery and reception of the 
sperm may be due to anatomical defects of 
either sex or to incomplete coitus resulting 
from impotence in the male or dyspareunia in 
the female. 

5 Hostility of the vaginal and endocervi- 
cal secretions may be chemical as evidenced by 
acid vaginal secretions which kill the sperm,’ 
or by failure of the semen to have a sufficient 
quantity of lytic substances with which to dis- 
solve the mucus plug of the cervix. It may 
be bacterial with a viscous, purulent discharge 
filled with leukocytes and bacteria impeding 
the progress of the sperm either by physical 
or chemical action. Or it may be serological. 
as Baskin’ and Escuder* have demonstrated 
that the cervical secretions in women who had 
been injected intramuscularly with semen, 
were hostile to spermatozoa, as was the serum 
from such women when mixed with specimens 
of fresh semen in hanging drop preparations. 

6 Uterine or tubal obstruction or occlu- 
sion may be primarily developmental or, sec- 
ondarily, the result of inflammation, pressure 
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by tumors or adhesions, or the result of endo- 
crine Over-activity. 

7 Impassability of the ovarian hiatus may 
result from abnormal location of the ovary, 
adhesions, or abnormal peritoneal folds. 

8 Deficient oogenesis may be endocrine or 
exocrine as mentioned for deficient sperma- 
togenesis, or may result from inflammation, 
tumors, congestion, and roentgen rays. 


DIAGNOSIS 

In the past the clinical investigation of a 
case of sterility started with examination of 
the female pelvic organs and progressed only 
to the point where the first real or fancied 
cause was identified. The normality of all 
other items was then taken for granted, inves- 
tigation ceased, and treatment began. The 
essential feature of a modern examination is 
always completeness, in the sense that every 
etiologic possibility is routinely surveyed. 
Every sterility problem requires study from 
four viewpoints,—that of the urologist, gyne- 
cologist, internist, and endocrinologist. 

The urological examination must start with 
a full history, giving especial reference to the 
following points: potency by former mar- 
riages or marital relations; the existence of 
venereal disease with or without epididymitis 
and the extent of residual damage as evi- 
denced by difficulty in voiding and occasional 
discharge; previous injury to the testicles or 
complication of orchitis following mumps; 
and, finally, details of the sex life with ref- 
erence to the use of contraception, method of 
coitus, frequency of coitus, libido, potency, 
etc. The examiner should look for hypoplasia, 
atrophy, congestion, or failure of descent of 
the testicles, thickening of the epididymis from 
old inflammation and varicoceles, and anatom- 
ical deficiencies such as hypospadias or epi- 
stadias. Prostatovesicular inflammation or 
congestion may be ruled out by rectal examin- 
ation and microscopic study of the smear 
taken from the secretion expressed following 
the prostatic massage. Failure to obtain such 
secretion would point to obstruction of the 
vesicles while the presence of pus, bacteria, 
or abnormal mucus would point to a chronic 
inflammation. Lesions of the posterior ure- 
thra may be found only by the passage of a 
sound or endoscopic examination which will 
show congestion of the verumontanum, 
strictures, etc. 
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Finally, and probably of most importance, 
is the examination of a condom specimen, ob- 
tained in a clean condom (free from powder, 
etc.) and kept warm while in transit to the 
office by enclosing it in an envelope and car- 
rying it in an inside vest or shirt pocket. The 
semen would have a hydrogen-ion determina- 
tion as the normal range is from pH 8.0 to 8.4. 
The volume should be between three and six 
cubic centimeters, and the texture should be 
smooth because the normal mucolytic action 
should have reduced all mucus plugs to an even 
consistency. The sperm should be motile when 
examined by hanging drop preparations. By 
count there should be between seventy-five 
and two hundred million sperm to a cubic cen- 
timeter, and upon examination of a stained 
smear there should be less than 19 per cent of 
abnormal forms.’ The detailed semen examin- 
ation has done away with the totally errone- 
ous conception that fertilizing power and mo- 
tility of the spermatozoa are synonymous.” 
Fertilizing power is undoubtedly lost long be- 
fore motility ceases and sperms which never 
were normal and evidently are totally inca- 
pable of fertilizing an ovum may be actively 
motile. We now know that the seminal ves- 
icles are not the reservoirs for the spermatozoa 
but the graveyard and that the sperms pro- 
duced in the tests and endowed with some mo- 
tility move on to the tail of the epididymis 
where they are stored and kept immobile by 
the lack of oxygen and inhibiting secretions 
of that region. Moench’ has found that prac- 
tically every man who had deficient sperma- 
tozoa had a low basal metabolic rate. 

The history from the gynecologic stand- 
point must include evidence of fertility by 
former marriages, a history of venereal dis- 
ease, “ovary trouble,” appendicitis, or “in- 
fammation of the bowels,” together with leu- 
korrhea, dysuria, or other symptoms referable 
to a pelvic inflammatory process. Pelvic or 
abdominal operations must be carefully inves- 
tigated. The menstrual behavior, with ref- 
erence to the age of onset, character of the 
early menses, present type, amount, duration, 
rhythm, and presence of pain, is of impor- 
tance while a sex history must be taken from 
the woman as her reaction may not always be 
the same as the husband, and a mild degree 
of dyspareunia may be present. 
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A thorough abdomino-pelvic examination 
will elicit the presence of anatomical varia- 
tions such as double cervix or vagina, bicorn- 
ate or abnormally shaped uterus. The pres- 
ence of a chronic skenitis or bartholinitis will 
point to a previous nicerian infection, and a 
chronic inflammation of the cervix with a 
possible stenosis resulting from trauma or in- 
fections may show an impediment to the ad- 
vance of the sperm. Rucker’ found that 
36 per cent of the patients with primary ster- 
ilitv and 65 per cent of those with secondary 
sterility became pregnant when treated for cer- 
vicitis. Lesions of the urethra, vulva, vagina 
or pelvis producing tenderness will result in a 
dyspareunia. A chronic pelvic inflammatory 
condition of the broad ligament, tubes, or 
ovaries will obstruct by adhesions or agglu- 
tination of the mucosa, and the resulting fixed 
retroposition with its chronic congestion may 
be responsible for habitual abortions. A moy- 
able retroposition, however, has been found 
to be present in 14.2 per cent of normal preg- 
nant women examined within the first three 
months of gestation, while abortion was found 
to be no more common in the retroverted than 
in the anteverted movable uterus.” 

The endocervical 
studied by making a smear to determine the 


secretions should be 
presence of bacteria, pus cells, and mucus, and 
the hydrogen ion determination should show 
a pH of 8.0 to 9.0. An estimation of uterine 
development by determining the relation of the 
length of the cervix to the length of the 
fundus, gives additional data of the endocrine 
stimulation for the infantile cervix is twice as 
long as the fundus. The retroposition, with 
the resulting abnormal position of the cervix, 
is a part of the picture of pseudo-infantilism 
rather than actual hinderance to fertility. 
Green-Armytage” states that genital hypo- 
plasias are responsible for 44 per cent of the 
cases of primary sterility in women. 

The test for tubal patency is of great sig- 
nificance, and may be made either by the 
“tubal insufflation” 
jection of lipiodol and roentgenological ex- 
The latter is held by some to be 


technique or by the in- 


amination. 
superior to internal pelvic examinations. 
Finally, one of the most important examina- 
tions is the Huhner test.” The woman is ex- 


amined as soon as possible after coitus and the 
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contents of the seminal pool in the posterior 
vaginal fornix, together with the contents of 
the cervix, are aspirated with a small pipette 
and studied by the hanging drop technique to 
determine the location of the sperm and their 
degree of motility. By this means chemical 
and serological substances will have had a 
chance to act by inhibiting the motility of the 
sperm or causing their destruction. 

The internist must take especial pains to rule 
out foci of infection, and to find evidence of 
syphilis (Wassermann examination ) and 
other constitutional diseases such as malaria 
and tuberculosis. Digestive disturbances, to- 
gether with biliary toxemias and constipation, 
produce anemia and malnutrition. The per- 
sonal hygiene must include a proper propor- 
tion of exercise, rest and fresh air, while the 
diet necessarily must contain — sufficient 
amounts of the essential minerals and _ vita- 
mines, i. e., manganese and Bz. 

The endocrinological investigation 
sumes that the history will elicit changes in 
the weight of the patient, the presence of skin 
diseases, the growth or loss and the distribu- 
tion of hair, the presence of headaches, verti- 
go, nervousness, fatigability, psychosis, or 
palpitation and dyspnea. The menstrual his- 
tory is of great assistance in estimating the 
amount of endocrine disturbance. Biometric 
of endocrine substances are 


pre- 


determinations 
now being used in locating the deficiency. The 
physical examination will give especial atten- 
tion to the skeletal growth and structure of 
the hands and face. Enlargement of the thy- 
roid gland is looked for while vasomotor dis- 
turbances, tremors, and the presence of ex- 
ophthalmos fill out the picture. Changes in 
the temperature, pulse and respiration rate, 
blood pressure, carbon dioxide content of al- 
veolar air, and lung volume give evidence of 
disturbances in metabolism resulting from an 
imbalance of the endocrines. Additional tests 
such as the determination of the basal meta- 
bolic rate, sugar tolerance test, cholesterol de- 
termination, nitrogen partition test and a com- 
plete blood study are needed to make the ex- 
amination complete.” 

Because of the dependent interrelation of 
the endocrines, we find evidences of disturbed 
growth or physiology of the genital tract in 
many diseases which are primarily dependent 
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In disturb- 


upon the function of one gland. 
ances of the thyroid gland, a hypothyreosis 
will cause creatinism, dwarfism or myxedema, 
while in hyperthyreosis such as Basedow’s dis- 
ease, we have a “constitutional pluriglandular 
affection,” with a combination of dysmenor- 
rhea, metrorrhagia, or anemorrhea, and the 
sterility will depend in a large part upon the 
extent of secondary ovarian pathology. In 
pituitary disturbances there frequently is an 
extensive degeneration of the follicular appa- 
ratus in the ovaries. Pseudo-infantilism is 
found in hyperfunction as in pituitary giants, 
and in hypofunction as in pituitary dwarfs. 
Atrophy of the anterior lobe may be due 
to tumors, emboli, and inflammatory pro- 
cesses, an example of which we find in 
Simmon’s disease which is characterized by 
an atrophy of this anterior lobe in adult life 
with a resulting decrease in libido, amenor- 
rhea and sterility. Dystrophia adiposo-geni- 
talis or Frohlick’s disease, is another example 
of pituitary disturbance. When there is a hy- 
pofunction of the adrenals as in Addison’s dis- 
“ase, we find amenorrhea, atrophy of the 
ovary and sterility resulting, while an over- 
activity results in precocious sexual develop- 
ment, masculine traits and frequent sterility. 
A persistent thymus has been supposed by 
some to cause genital infantilism, but may be 
only a symptom of some other glandular dys- 
crasia. 

The last step in the complete diagnostic 
study of a sterility problem is the correlation 
and evaluation of the data obtained by the 
several investigators. At almost every stage 
in the analysis of a case it is found that in- 
dependent studies are interrelated and compli- 
mentary. The final result is the reduction of 
each problem of causation to its simplest 

definite number of demonstrated 
Thus the way of treatment is clearly 


terms,—a 
factors. 
indicated. 
TREATMENT 

The ideal treatment of sterility would re- 
move all impediments and so bring about a 
condition of perfect or absolute fertility. The 
practical aim of treatment, therefore, is to 
remove at least a sufficient part of the depres- 
sing sum total of causes, so that the fertility 
may be increased. From the viewpoint of the 
parents, the ability to have a baby is more im- 
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portant than any abstract question of physio- 
logic perfection. Many cases are often reme- 
died by the simplest treatment ; indeed, a spon- 
taneous cure is not uncommon. However, 
more elaborate therapeutic measures are often 
necessary, while in some instances all treat- 
ment is unavailing. In an ordinary case of 
relative sterility where four or five causative 
factors are present, the removal of any two or 
three may be sufficient to permit conception, 
even though the others are not treated. Thus, 
it is understandable that a given sterility 
might be successfully treated by a half dozen 
different therapeutic programs. 


1 Deficient spermatogenesis. In the male, 
local conditions such as undescended testicle, 
etc., may be treated with operation augmented 
by endocrine therapy.” Chronic passive con- 
gestion when associated with varicocele may 
be treated by suspensory or operation, and de- 
ficient spermatogenesis might be treated by 
roentgen rays. If, as Moench has suggested, 
deficient spermatogenesis is correlated with a 
low basal metabolic rate, then thyroid extract 
and pitituary extracts should be administered. 
However, in endocrinologic treatment it must 
be admitted that up to the present time the re- 
sults have not been satisfactory, probably due 
in the most part to the neglect of four funda- 
mental principles: the patient must exhibit a 
genuine endocrine deficiency; non-endocrine 
causes must be corrected ; the primary focus of 
endocrine failure must be identified and treat- 
ed; and the necessary endocrine medication 
must be given in potent form, in adequate 
dosage, and for a sufficient time. The cor- 
rection of systemic debility by the elimination 
of foci of infection, abolition of mechanical 
or drug intoxications, and the treatment of 
general constitutional conditions such as 
syphilis, anemia, etc., is important. 


2 Deficient oogenesis. Endocrine defi- 
ciencies and intoxications as mentioned above 
influence oogenesis also. Menstruation may 
well occur without ovulation if we accept the 
work of Hartman” upon the primates. Ovula- 
tion has been produced in women by using the 
blood serum from pregnant mares or the gona- 
dotropic substance from such serum.” Preg- 
nancy has occurred and ovulation demonstrat- 
ed by examination of the ovaries at the time 
of operation. The formation and extrusion of 
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ova is further assisted by administration of 
pituitary extracts with corollary stimulation 


18 


of thyroxin or desiccated thyroid substance.” 
There is no theoretical justification for the use 
of esterin or progestin in cases in which there 
may be a deficiency in ovulation.” A deficiency 
of the vitamines or mineral constituents of the 
diet must be corrected. 

3 Obstruction and occlusion in the male 
genital tract. Urethral strictures call for di- 
latation or urethrotomy, while a complete epi- 
didymal blockade may be treated by epididy- 
mo-vasotomy, or artificial insemination of 
the cervix with material obtained by punc- 
ture and aspiration of the testicle, neither of 
which holds much promise. 

4 Hostility of prostatovesicular secretions 
may be treated by topical applications of the 
posterior urethra or massage of the prostate 
and vesicles in an attempt to clear up the caus- 
ative chronic inflammatory condition. 

5 Faults of delivery and reception. In the 
male, lesions of the verumontanum, such as 
congestion, hypertrophy, ulcers, or polypi, 
must be treated. Hypospadias and epispadias 
are in some instances amenable to operative 
procedures, and insemination of the cervix has 
been accomplished by the use of a condom 
which has a small perforation at its tip, thus 
allowing the semen to enter the vagina. Ex- 
pert psychologic management and treatment 
of the nervous system is important. Anatomic 
maladjustments and disproportion, allowing 
intercourse but preventing cervical insemina- 
tion, may often be overcome by instruction in 
the technique of coitus adapted to the par- 
ticular nature of each individual. In the fe- 
male malformations and deformities prevent- 
ing the entrance of the penis may be reme- 
diable by surgery. Ulcers or inflammations 
of the introitus or vagina must be treated and 
stenoses or contractures of the canal may be 
dilated or corrected by plastic surgery. Va- 
ginismus which is not due to the above cause 
is to be treated by psychiatry. 

6 Hostility of vaginal and endocervical 
secretions. Vaginitis from Trichomonas or 
monilia infections causes sufficient leukorrhea 
and changes in the vaginal secretions to im- 
pede the motility of the sperm.” The treat- 
ment is fairly specific for each of these, cer- 
tain arsenical preparations or picric acid being 
used for the former and genital violet appli- 
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cations for the latter. The first requisite in 
the treatment of viscosity of the endocervical 
mucus is free drainage, which is provided for 
by a posterior median discission. When ade- 
quate drainage is established, further treat- 
ment is directed toward the cure of chronic 
passive congestion and infection by cauteriza- 
tion, coagulation, glycerine tamponage, and hot 
douches. Dilatation of the canal and uterine 
sounding are only transient in their effect.” 
Curettage causes a temporary stimulation of 
the endometrium and with its associated dila- 
tation can sometimes allow pregnancy. The 
optimum time for dilatation is about ten days 
after the start of the last menstrual period.” 
Removal of cysts and occasionally operative 
repair of the cervix will be found necessary. 
Sexual abstinence, which allows the decrease 
of pelvic congestion as well as the disappear- 
ance of spermal antibodies, is of great im- 
portance, thus changing the physical and 
chemical nature of the cervical secretions. Dis- 
solution of the mucus plug by alkaline solu- 
tions has been tried with but little success. 


7 Uterine blockade. Aside from cervi- 
cal stricture, faulty development, tumors,” or 
acute flexion may necessitate surgical inter- 
vention. Endocrine irregularities which cause 
a scant or overabundant mucosal development 
may also interfere with implantation of the 
ovum. Novak” believes that hyperplastic en- 
dometrium, being probably due to a lack of 
progestin, not only is an improper endome- 
trium for reception of the impregnated ovum, 
but is void of the hormone so necessary for 
assisting in proper nidation. Moench’ comes 
forward with the idea that premature labors 
and abortions are due to excessive amounts of 
esterin as he believes that fibroid tumors in 
the uterus are due to this same excessive 
hormone production. Both views would lead 
one to try the administration of progesterone” 
for a beneficial effect upon the implantation 
and continuation of pregnancy. Adherent re- 
tropositions because of their tendency to pas- 
sive congestion tend frequently to favor im- 
perfect implantation or nidation. However, 
it has been found that a movable uterus in re- 
troposition is not responsible for sterility, but 
is usually only another stigmata of an un- 
derdevelopment or pseudo-infantalism due to 
endocrine causes. 
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8 Tubal and peritoneal obstruction to the 
migration of the ovum. The initial step in the 
treatment of tubal blockade is the elimination 
of chronic passive congestion and of any 
active inflammation by the usual palliative 
measures. The diagnostic tubal insufflation 
may have been sufficient to have broken down 
small adhesions and admit the ovum; how- 
ever, it advisable to repeat the 
procedure several times, supplementing it 
with the injection of iodinized oil.” Con- 
servative pelvic surgery seeking to break 
up adhesions, remove tumors, or restore the 
patency of the fimbriated end of the tube, is 
often successful and an infected tube should 
always be removed to alleviate the focus of in- 
fection within the pelvis, permitting subsi- 
dence of the inflammation if it will not respond 
to conservative treatment. Beclere” presents 
roentgenological data to show that conserva- 
tive treatment of the pelvic inflammatory con- 
ditions by diathermy favors the restoration of 
tubal patency. Meaker' believes that properly 
performed salpingostomy is a valuable pro- 
However Greenhill,” in an analysis 


may be 


cedure. 
of 818 plastic operations collected from many 
surgeons by questionnaires, found only 54 
pregnancies to have occurred, an incidence of 
6.6 per cent or one pregnancy for every fifteen 
operations. Of the 54 pregnancies that oc- 
curred, only 36 live babies were delivered and 
there were eight ectopic pregnancies. 

Abnormal folds in the peritoneum, together 
with adhesions, are to be sought and eliminat- 
ed as possible impediments to the progress of 
the ovum, while the suspension of a prolapsed 
ovary is frequently quite sufficient to cause 
a normal migration. Mechanical impediments 
of maturation and rupture of the graafian fol- 
jicles can be remedied by conservative ovarian 
surgery which comprises several procedures: 
partial resection, decortication, puncture of 
follicular cysts, and excision of persistent 
corpora lutea. 

9 Artificial insemination. When by every 
test the female has been found to be normal 
and fertile, and the male unfertile, then arti- 
ficial insemination may be tried. There are 
many legal aspects of this situation” and the 
results are reported with varying degrees of 
success by different men.”,” If artificial in- 
semination is to be tried one must remember 
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that pregnancy often may not result from one 
individual act of coitus; hence it must be re- 
peated many times. 

CONCLUSIONS 

Dr. Samuel R. Meaker, Professor of Gyne- 
cology, Boston University School of Medi- 
cine, and author of the chapter on Sterility 
in the Treatise on Gynecology and Obstetrics 
edited by Carl Henry Davis,” to whom I have 
liberally referred in this paper, states that pre- 
vention of sterility is the duty of every phy- 
sician. The responsibility of recognizing early 
endocrine disorders in young people, the pre- 
vention and rational treatment of genito- 
urinary disorders in both sexes, together with 
the correction of sex hygiene, falls upon 
each of us. “Faults of sex hygiene occur with 
(distressing frequency in modern marriages. 
While female orgasm is not of course neces- 
sary for conception, habitual excitation with- 
out relief leads to chronic pelvic congestion ; 
and this in turn produces local abnormalities, 
particularly disturbances of the endocervical 
secretions and low-grade degenerative changes 
in the ovaries. The need is apparent for an 
educational program to combat errors in this 
department of hygiene, not only because of 
their adverse effect on fertility, but also be- 
cause of their large contributions to the un- 
happiness of individuals and to the ills of so- 
ciety.” 

Unnecessary and maladroit treatment 
should be discouraged. Badly done plastic 
operations on the cervix or radical curettages 
of the endometrium may cause the very con- 
dition which they were intended to cure. The 
fertility of a nation is favored by such econ- 
omic adjustments as make early marriage pos- 
sible, since waning of the reproductive capa- 
city begins naturally during the fourth decade 
of life. For this reason childless couples should 
be taught to seek competent help without un- 
due delay, preferably after no more than one 
year of involuntary barrenness. Any well- 
rounded program for the management of hu- 
man fertility must obviously extend beyond 
the medical field, since the preventive aspect 
involved projects into economics, into soci- 
ology, and into education. 
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FOREIGN BODIES OF THE CORNEA, 
THEIR REMOVAL AND SUBSE- 
QUENT TREATMENT 
CarL E. Dunaway, M. D. 

Miami 


Of all the different procedures in minor 
surgery of the eye, the most important is the 
removal of foreign bodies from the cornea. 
This importance is due to several factors; the 
location, i. e., the foreign body may be in the 
pupillary area; the likelihood of penetration, 
and the always present danger of subsequent 
infection. Small to large amounts of vision 
are lost as the result of improper handling of 
seemingly trivial cases. It will be my pur- 
pose to describe a simple and effective, al- 
though not original, method for management 
of these cases. 

Diagnosis is extremely important espe- 
cially as to the position of the foreign body 
and its depth in the cornea. The upper lid 
should be everted in all cases, even though a 
foreign body is seen on the cornea, and the 
upper cul-de-sac inspected. Fluorescein, 1 
per cent solution, should be relied upon in 
those cases where no foreign body is visible 
with a loupe and focal light, as a faint stain 
will often show a foreign body which would 
otherwise be overlooked. Moreover, pinpoint 
ulcers and fine foreign bodies are often seen 
only at one tangent and not straight ahead. 
Therefore, examining the eye from different 
angles is very important. The differential diag- 
nosis should include the brown pigment spots 
on the iris which are often taken for foreign 
bodies deep in the cornea, and the presence of 
previous small nebulae. Where no foreign 
body is present, staining with fluorescein may 
show the superficial laceration left from 
trauma. The depth of penetration can be de- 
termined at this time either by observation 
at a tangent, or with the ophthalmoscope or 
slit lamp. 

The first essential in removing a foreign 
body is thorough anesthesia of the cornea, A 
local anesthetic should always be used, and I 
prefer pontocaine, 14 per cent solution, as it 
causes very slight discomfort. A drop of 
adrenalin can be used if much congestion is 
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present but usually it is not necessary. The 
eye is then irrigated with 1-5000 solution of 
oxycyanide of mercury. 

Another important factor is proper illum- 
ination, which may be procured either by the 
use of a head lamp or with a head mirror. 
Proper magnification is also essential, and of 
great importance is the type of instruments 
used in removal. In my experience a cataract 
knife and dental bur have proved of most 
value and have produced the least amount of 
trauma. 

The older magnifying loupe, such as the 
Berger or Beebee, is cumbersome. I should 
like to describe to you the loupe which I am 
using and which was originated by Dr. Nel- 
son M. Black of Miami. This loupe is very 
ingenious in that it is compact and can be car- 
ried in an ordinary spectacle case. The loupe 
consists of a pair of carrier lenses, to each of 
which is cemented a 5° prism, Base In, with 
a plus 4.00 spherical power. The spherical 
power determines the range or working dis- 
tance—the stronger the power, the shorter the 
range. It is advisable when the operator re- 
quires a correction, especially for near work, 
that this correction be added to the carrier 
lenses. These lenses may be mounted in any 
desirable spectacle frame. 

After the proper anesthesia of the cornea 
and the location of the foreign body, it 
should be removed with the least possible 
trauma, using either the cataract knife or 
Berger spud. When the foreign body is deep 
a sharp spud should be used to undermine the 
edges so that the removal will be easy. With 
deeply penetrated foreign bodies great care 
should be exercised so that the offending ma- 
terial is not pushed deeper into the cornea. 
The wound is then examined for rust and if 
any is present it is removed by the use of a 
dental bur, size %%. This bur is held between 
the index finger and thumb of the right hand, 
placed on the site formerly occupied by the 
foreign body and then rotated. The eye is 
re-examined and if any rust particles still re- 
main, the bur is re-inserted and the same pro- 
cedure carried out. Of course, the bur must 
be rotated with the most delicate touch. The 
wound is then cauterized with either tincture 
of iodine or phenol, using a round toothpick 
which has been dipped into one of these solu- 








566 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


tions. I prefer phenol because of its anes- 
thetic value. 

If the wound is clean and there are no in- 
flammatory symptoms present, butyn oph- 
thalmic ointment, 2 per cent is applied to the 
lower conjunctival sac and gently massaged 
over the eyeballs. Bandaging an eye after 
this treatment is absolutely contraindicated, 
as drainage of tears with the washing away 
of secretion is prevented, and virulent bac- 
teria are walled up so. that a perfect culture 
medium is made; only a loose eye shield or 
dark glasses to lessen glare is indicated. 

A tube of butyn ointment is given to the 
patient, and he is advised to use it every two 
or three hours until the following morning, 
or as long as he is in pain. He is instructed 
to report at the office the following day if he 
has any pain or discomfort. If there are in- 
flammatory symptoms, which sometimes are 
caused by delayed removal, and the tension of 
the eye is normal, two drops of a 2 per cent 
solution of homatropine are instilled into the 
eye, and the patient is advised to use hot com- 
presses at home, returning the following 
morning for further treatment. When he re- 
turns, if the inflammatory symptoms are still 
present, two drops of a 1 per cent solution of 
atropine are instilled into the eye, and the pa- 
tient is instructed to report daily for treat- 
ment until recovery is complete. 

Before discharging the patient as cured, his 
visual acuity should be taken, as frequently 
these patients go to court claiming loss of vi- 
sion. A record made at this time will offer 
convincing proof in court. 

With the procedure outlined the majority 
of patients recover and are able to return to 
work immediately. Rarely do the inflamma- 
tory processes extend with the production of 
corneal ulcer, iritis, and a possibility of pan- 
ophthalmitis. The scope of this paper does not 
permit discussion of complications following 
the removal of a foreign body. 

The technique outlined has been of such as- 
sistance to me that I hope it will be of some 
value to you. 

REFERENCES 


1. Clinic of Dr. Sydney Walker, Jr., St. Lukes Hos- 
pital: Minor Ophthalmic Surgery. Corneal Foreign 
Bodies. 


1209 Huntington Bldg. 


Votume XXV 
Numser 11 


MAXILLARY SINUSITIS ASSOCIATED 
WITH DENTAL CARIES 
J. N. McLane, M. D. 
Pensacola. 


In presenting this subject of maxillary 
sinusitis associated with dental caries, I hope 
to make all of you realize the importance of 
this type of infection, particularly as a focus 
of infection. 

After a brief description of the anatomy of 
the maxillary sinus I will limit my discussion 
to maxillary sinusitis of dental origin. Various 
rhinologists have presented statistics to prove 
that from thirty to fifty per cent of all antral 
disease is of dental origin. Dunning, 
(D.D.S),’ believes that fifty per cent of max- 
illary disease is oral in origin. These figures 
do not seem too high in my experience. In 
recent years there has been an increased in- 
terest in, and recognition of, pathology of the 
antrum by dentists and exodontists. This has 
brought to light many latent chronic cases of 
maxillary sinusitis. 

Due to the high floor of the maxillary 
sinus in children, infections of this sinus 
from dental caries are rare or do not occur. 
I have never seen an infection of the maxillary 
sinus due to dental caries in a patient of less 
than 18 years of age, and have not been able 
to find any cases reported in literature. For 
all practical purposes, the maxillary sinus has 
reached its maximum growth at fifteen years. 
The maxillary sinus when fully developed is 
the largest of all the paranasal sinuses.” Since 
it is formed by absorption of the cancellous 
structure of the body of the maxilla it follows 
generally that the larger the sinus in a given 
case, the thinner the walls; however, the size 
is influenced by many environmental condi- 
tions. Old age influences the thickness of the 
wall. The maxillary sinus is pyramid shaped. 
The upper wall, or roof, forms the floor 
of the orbit. The floor of the sinus which 
we are considering lies above the alveolar 
process and hence is in more or less close re- 
lationship to the teeth. Should you look into 
the maxillary sinus from above, in a large 
number of instances you will see mounds of 
bone rising from the floor into the cavity to 
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various heights, causing the surface to look 
quite bumpy. The bumps mark the sites of 
the roots of the teeth. Should you chip away 
the osseous covering of the tooth roots, you 
will find in some specimens that the bone is 
quite thick, sometimes quite thin, while oc- 
casionally there is no osseous covering what- 
soever, the fangs being protected only by 
mucous membrane. Teeth having the closest 
relationship to the maxillary sinus are the 
molar teeth, but occasionally the pneumatiza- 
tion of the bone is carried forward to the 
median line over the incisor teeth. 

In this paper we will not consider the in- 
fections of the maxillary sinus due to faulty 
technique in extracting teeth. Fortunately 
these cases have been few in my experience. 
The infections of the maxillary sinus found at 
the time of extraction are the material from 
which I am presenting this paper. Whether 
the sinus has become infected from the tooth, 
or whether the infected sinus has caused 
the floor of the sinus to become diseased 
is of question to me. Anatomically it seems 
quite possible that an infection of the max- 
illary sinus may cause destruction of the 
bony floor of the sinus which in turn destroys 
the lamina dura of the root of the tooth. 
Where an opening is made into the maxillary 
sinus during an extraction of a tooth the tooth 
socket should be closed. The sinus should be 
irrigated through the normal ostium or 
through an opening made below the inferior 
turbinate. The sinus should never be irri- 
gated through the oral opening. Gerrie’ 
states: “Removal of upper teeth is often im- 
possible without severe damage to the antral 
floor, but the day of maxillary drainage 
through the alveolar process has long since 
passed.”’ This should be avoided due to the 
bacteria that normally inhabits the oral cav- 
ity. Alexander,’ in a series of several hundred 
cases, reports the organisms commonly found 
in the sinus and in their order of frequency: 
Staphylococcus albus, Streptococcus haemoly- 
ticus, Streptococcus viridans, pneumococcus, 
lriedlander’s bacillus. Surely, if an attempt is 
made to irrigate the sinus through the tooth 
socket infection is bound to be carried from 
the mouth into the sinus. 

In irrigating the sinus through the nares, 
either normal saline or potassium permanga- 
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nate solution 1-4000 may be used. A great 
many rhinologists use mercurochrome 1 per 
cent, osmosol, boric acid solution and other 
non-irritating solutions with equally good re- 
sults. The kind of solution is not as important 
as the mechanical cleansing of the sinus. If one 
is fortunate enough to procure a clean sinus 
by repeated lavages, much has been done to 
give relief, at least, for the time being. Be- 
fore dismissing the patient as cured one should 
make a roentgenogram of the sinus, inject a 
radio opaque substance into the sinus, and 
make another roentgenogram. This will show 
the condition of the floor of the sinus and will 
often reveal a cyst in the floor of what was 
thought to be a healthy sinus. Stevenson,’ in 
summarizing 192 cases of chronic maxillary 
sinusitis which he operated upon states that: 
“Focal disease seems to follow this type of 
infection. Injudicious curettement of the 
sockets of the teeth opening into the maxillary 
sinus is to be condemned.”’ 

Many of these patients return years later, 
suffering with neuritis, arthritis, or some dis- 
ease undoubtedly due to a focus of infection. 
They seldom complain of pain over the sinus. 
Diagnosis is made from the history of a tooth 
extraction many years before which opened 
into the maxillary sinus, and by careful roent- 
genographic study. Probably the weakest 
point in diagnosis of these cases is the lack 
of skill both the dentist and rhinologist show 
in making and interpreting roentgenograms. 

During the past three years I have had five 
patients in which a portion of the tooth slipped 
into the maxillary sinus during an extraction. 
In these cases I did a Caldwell-Luc operation 
and found a diseased condition of the floor of 
the sinus. It is my belief that any sinus that 
is opened by the extraction of a tooth remains 
a source of infection even though lavage from 
the sinus may be clean. A roentgenogram 
made with radio-opaque material in the sinus 
has never given me the picture of a normal 
floor. I feel that only a thorough Caldwell- 
Luc operation will give these patients perma- 
nent protection. There is one objection to 
this radical operation, and that is the possi- 
bility of injuring the remaining molar teeth. 
Until two years ago I removed the tooth, or 
portion of the tooth, by making a window 
under the inferior turbinate, and as soon as the 
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lavage from the sinus was clean on three 
washings I inspected the sinus with Holmes’ 
nasopharyngoscope. If the membrane appeared 
normal, | dismissed the patient. 1 have had 
many of these patients return after their 
physician could find no source of infection, 
suffering with arthritis or some disease due 
to a focus of infection. 

During the past four years I have seen 
twelve cases of chronic maxillary sinusitis in 
which teeth had been extracted from two to 
fifteen years previously, and in which the 
teeth had left an opening into the antrum at 
the time of extraction. ‘he opening had 
closed after various types of lavage, but radi- 
ographic study showed these patients to be 
suffering with a polypoid degeneration of the 
membrane of the maxillary sinus. Four of 
these patients are in the sixth decade of life 
and, due to their ages and associated diseases, 
| have lavaged the sinus in preference to doing 
a radical operation. One patient of this group 
has a coronary thrombosis and neuritis. The 
lavaging of the sinus gives this patient tem- 
porary relief from his pain. I irrigated his 
antrum ten times at two-day intervals, three 
years ago, and the neuritis apparently sub- 
sided. He returned to me one month ago 
suffering with the neuritis and, after the first 
lavage of his sinus, his pain became less se- 
vere. The other three patients have some de- 
gree of arthritis and lavaging the sinus from 
six to ten times has given them some tem- 
porary relief from their painful joints; but 
only a complete removal of the diseased mem- 
brane of the sinus will give them permanent 
relief. As already stated, I have not operated 
upon these patients due to their age. 

I wish to summarize five cases in which the 
sinus was entered in extracting molar teeth. 
In these cases operation was performed and I 
found a degeneration of the floor of the sinus 
in the area where the teeth were removed. 

Case 1. Mrs. S. A. S., aged 32, consulted me August 
21, 1936. Twenty-four hours before I saw her a root 
of the first right molar slipped into the sinus. A 
Caldwell-Luc operation was performed the day the pa- 
tient consulted me. ‘The mucous membrane in the floor 
of the sinus was very thick with a small polyp. The 
bone over an area the size of a dime surrounding the 
tooth socket showed roughness. This cancellous bone 
was curetted away as well as all the membrane of the 
sinus. The gum was sutured. This patient made an un- 


eventful recovery. I saw her June 28, 1938, and she has 
had no trouble of any nature. 
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Mrs. A. G., aged 35, consulted me June 11, 
1935, saying a piece of tooth had slipped into the left 


CASE 2. 


antrum that morning. A Caldwell-Luc operation was 
advised but the patient wanted the tooth removed 
through the nose. This was done, but continuous la- 
vages failed to get a clean sinus, and the tooth socket 
remained open. The patient consulted another physician 
who attempted to burn out the tooth socket. This only 
enlarged the opening. Three months after the first 
visit to me I did a Caldwell-Luc operation and found 
an area the size of a quarter in which the bony floor 
was necrotic. I removed all membrane and diseased 
bone and, after a slow convalescence, the patient was 
cured. Two years later the patient returned to me with 
a low-grade temperature. She had a definite ethmoid- 
itis with some pus from the left antrum. Two months 
ago a submucous resection, ethmodial exenteration and 
an exploratory operation of the left antrum were per- 
formed. The membrane of the left antrum appeared 
normal, but there was a mass the size of a small marble 
lying upon the membrane in the floor. This mass was 
removed, and the pathological report stated: ““The mass 
was a homogeneous deposit and possibly an accumula- 
tion.” Three days following the operation the tem- 
perature subsided. 

CasE 3. Mrs. J. C. consulted me August 19, 1936, 
stating that two years previously all upper teeth were 
extracted and since then she had had a foul discharge 
into her mouth. During the past year she had a stiff- 
ness of her fingers which her doctor diagnosed as 
arthritis. A radical operation was performed and the 
fistulous tract which was covered by membrane was 
curetted and all membrane of the sinus removed. The 
patient made an uneventful recovery as the socket re- 
mained closed and in two months following operation 
the stiffness of her fingers subsided. I saw this pa- 
tient on the street about a month ago and she said she 
had had no ache or pain since she saw me professionally. 

Case 4. Mrs. S. R., aged 36, consulted me June 10, 
1937, complaining of pain over the left cheek which 
had been intermittent for a year. One year previously 
an upper left molar was extracted and some pus drained 
from the antrum through the socket. A roentgenogram 
taken at this time revealed a polyp in the floor of the 
left antrum. June 19, 1937, I did a Caldwell-Luc 
operation on this sinus and found two polyps in the floor 
of the sinus. The patient made an uneventful recovery 
and has had no further pain over the sinus. 

Case 5. Mr. J. K., aged 27, consulted me July 21, 
1936, at the request of his physician. He was having 
severe pain in the knees and hands. His physician had 
thoroughly checked him and could find no focus of in- 
fection. In a routine examination the left antrum ap- 
peared dark on transillumination. A roentgenogram 
at this time showed a polypoid degeneration of the 
mucous membrane in the floor of the sinus. After talk- 
ing to the patient for some time he recalled that two 
years before this an upper second molar tooth was ex- 
tracted and the dentist told him the root went into his 
sinus. He did not recall having any treatment for this 
except that the dentist packed the tooth socket. I 
operated upon this man, doing a radical operation, and 
four days after the operation he began having severe 
pain in the third upper molar on the operated side. This 
pain was very severe and, after consultation with a 
competent dentist, it was decided to extract this tooth. 
The tooth was extracted and the patient made an un- 
eventful recovery. Six months ago I heard from the 
patient and he is now employed by a railroad and says 
he has had no further trouble with his joints. 


In the three last cases the foci of infection 
proved to be the sinus. Had these patients 
been thoroughly studied at the time the teeth 
were extracted, much suffering could have 
been avoided. 
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Before closing, let me first stress the im- 
portance of a thorough check of any sinus that 
has been opened at the time of an extraction. 
This checkup should include a thorough roent- 
genographic study of the sinus. To accom- 
plish this, the dentist and the rhinologist must 
take, or require his radiologist to take, more 
complete roentgenograms. In order to do this 
the rhinologist must be able to interpret roent- 
genograms. Second, I believe that most, if 
not all, teeth that make an opening into the 
maxillary sinus at the time of extraction do 
permanent damage to the sinus. This can 
best be corrected by removing the diseased 
membrane and bone in the floor of the sinus, 
which requires a radical operation upon the 
sinus. 
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PRONTOSIL IN THE TREATMENT OF 

MALARIA 

Case Report 

FE. C. CHAMBERLAIN, M. D. 
Ft. Lauderdale 

Hill and Goodwin, in the Southern Medical 
Journal, December, 1937, reported on the use 
of prontosil in the treatment of benign tertian 
and estivo-autumnal malaria. Intramuscular 
injections of prontosil were recommended at 
twelve-hour intervals. The amount of pron- 
tosil given intramuscularly was 10 cc.; the 
number of doses to effect recovery were four. 
One hundred cases were treated with recovery 
in all, no relapses, but with two reinfections 


which occurred one month after treatment. 
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A rapid recovery, such as this, would be a 
great advance in the management of malaria, 
especially in those patients severely nauseated 
and vomiting, and in those sensitive to qui- 
nine. Also patients who are reluctant to take 
atabrin because of discoloration of the skin or 
because of gastric irritation, could be satis- 
factorily treated by a regimen such as out- 


lined by Hill and Goodwin. 


CASE REPORT 


J. T. V., a 50 year old white man has had an attack 
of malaria each spring for the last two years. Both 
quinine and atabrin caused severe nausea and vomiting 
in the last two attacks. Malaria in the spring of 1937 
was treated with atabrin successfully, but both he and 
his family were hesitant about embarking on a stormy 
course of nausea and vomiting in the spring of 1938. 

At 8 a.m. on April 29, 1938, he had a severe shaking 
chill, followed by headache, malaise, nausea and vomit- 
ing. A blood smear taken shortly afterwards showed 
the presence of estivo-autumnal crescents. He was 
admitted to the hospital and ten cc. of prontosil was 
given intramuscularly at 12, noon. His temperature, 
which was 104 degrees on admission, came down to 
normal in the late afternoon. At 8 p.m. on the day of 
admission the second ten cc. of prontosil was given 
intramuscularly. During the evening of this day nausea 
was not present and fluids and soft diet were taken 
with no difficulty. On April 30 at 9 a.m. the third dose 
of prontosil was given. During the afternoon of the 
second hospital day the patient was chilly and the tem- 
perature rose to 101 degrees but fell to normal by 8 
p.m. when the fourth intramuscular injection of pron- 
tosil was administered. 

At 8 a.m. on May 1, 1938, the patient had a severe 
chill, the temperature rising to 104.5 degrees. He be- 
came nauseated, vomited and complained of severe ma- 
laise. A blood smear taken at approximately the same 
interval as after the first chill showed many more para- 
sites than were observed at the first examination. 

With considerable misgiving treatment was changed 
to quinine medication, as there was no surety that quinine 
and prontosil were compatible. However, quinine satis- 
factorily controlled the disease, with no complications. 


Summary: A case of estivo-autumnal ma- 
laria was treated with prontosil by a method 
devised by Hill and Goodwin, and which was 
reported to give 100 per cent cure. Because 
this report was published at the end of the 
1937 malarial season, and because widespread 
use may be instituted before full clinical trial 
can be made of the method, this case is re- 


ported as a negative result. 
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ANNUAL CONVENTION— 
DAYTONA BEACH 


The Volusia County Medical Society enter- 
tained royally the doctors and guests who at- 
tended the Sixty-Sixth Annual Convention of 
the Association. The meeting this year was 
held too late to permit the proceedings to be 
included in this issue of the Journal. The 
June Journal will contain a complete write-up 
of the Annual Convention. Members of the 
Association are urged to read the June Jour- 
nal carefully and thus become familiar with 
the actions of the House of Delegates, and 
General Sessions, as well as reports of com- 
mittees. 


MEDICAL DISTRICT MEETINGS 

Notice the change of dates. The meetings 
are to be held on Thursday afternoons, not 
Friday. At a meeting of the Council, held in 
Daytona Beach May 1, it was decided to hold 
the annual medical district meetings on Thurs- 
day afternoons. Please note this change of 
dates, set by the Councilors. For the past two 
years these annual meetings in districts have 
been held on Thursdays and the same plan 
will be carried out by the councilors this year. 
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Each doctor in each district will receive a pro- 
gram prior to his annual meeting. This change, 
however, is called to the attention of the doc- 
tors so that there will be no misunderstanding 
as to the day of the week on which these dis- 
trict meetings are to be held. 

Any member who wishes to read a scientific 
paper at his district meeting is urged to make 
application immediately. From applications re- 
ceived four essayists will be selected by the 
senior councilor in each district. Mail your ap- 
plication to Box 1018, Jacksonville. 

“* © 
BASIC SCIENCE BILL 

The Senate passed Bill S-35 by a vote of 22 
to 15, Tuesday, May 16. The Association’s 
Legislative Committee appreciates the doctors’ 
appeals to their senators for the passage of 
this bill. 

It is hoped that the House of Representa- 
tives will pass this bill before the close of the 
session. The vote should be taken within the 
next few days. All doctors are urged to famil- 
iarize their representatives with the merits of 
a basic science law. Phone or wire your repre- 
sentative today. 

es 
FINAL ANNOUNCEMENT OF 
GRADUATE SHORT COURSE 

The program of the Seventh Annual Grad- 
uate Short Course for Doctors of Medicine, to 
be held in Daytona Beach, June 19-24, is pre- 
sented in detail on page 572 of this issue of the 
Journal. General information concerning the 
course will also be found in this issue. Ad- 
vance registration will be appreciated by the 
committee. Registration should be handled 
through Dr. G. C. Tillman of Gainesville. 


A few changes were necessary in the pro- 
gram this year. On Thursday, June 22, there 
will be three lectures in Gynecology while the 
lectures in Neurology end on Wednesday. The 
Gynecology lectures end on Friday, though 
the total number of lectures is the same as in 
previous years. 

No symposia were arranged this year. It 
was felt that the attendance did not justify the 
expenditure of last year. On Wednesday even- 
ing, June 21, there will be an open meeting 
of the Duval County Medical Society at Ponte 
Vedra Beach, to which all physicians attending 
the Short Course are cordially invited. 
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June 19 


TUESDAY 


June 20 


WEDNESDAY 


June 21 


THURSDAY 
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REGISTRATION 





PEDIATRICS 


‘Preventive 
Pediatrics’’ 


DR. DAVISON 





PEDIATRICS 


“‘Pneumonia 
and 
Empyema”’ 





DR. DAVISON 





10:00 
a.m. 





NEURO- 
PSYCHIATRY 


“‘Non-Surgical 
Hemorrhages 
of the Brain’ 


DR. TUCKER 


‘*‘Dyspituitarism”’ 


NEURO- 
PSYCHIATRY 


DR, TUCKER 


PEDIATRICS 


“Epilepsy 
and 
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DR, DAVISON 


GYNECOLOGY 


“Pelvic 
Physiology’’ 


DR. CROSSEN 
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DR. CROSSEN 


OBSTETRICS 


“Treatment of 
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DR. PRIDE 
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PSYCHIATRY 
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Basal Ganglia’ 


DR. TUCKER 





SURGERY 


“Pre- and Post- 

operative Management 

of Gall Bladder 
Patients’’ 


DR. McNEALY 





SURGERY 


“‘Vitamins 
in Surgery’’ 





DR. McNEALY 


SURGERY 


“Surgery of 
Peptic Ulcer’’ 


DR. McNEALY 
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RECESS 


RECESS 


RECESS 





MEDICINE 


“Coronary 
Thrombosis’’ 


DR. PINCOFFS 


MEDICINE 
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DR. PINCOFFS 


MEDICINE 


“Hemorrhagic 
Diseases’’ 


DR. PINCOFFS 
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‘‘Menstrual 
Disturbances’’ 


DR. CROSSEN 
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“‘Conservative 
Treatment of 
Abortions’’ 


DR. PRIDE 
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OBSTETRICS 


“ Analgesia, 
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and Amnesia 
in Labor’’ 


DR. PRIVE 











LUNCH 


LUNCH 


LUNCH 


LUNCH 


12:00-1:00 
SURGERY 


“Surgery of the 
Large Bowel’’ 


DR. McNEALY 

















NEURO- 
PSYCHIATRY 


“The Consideration 
of Alcoholism’’ 


DR. TUCKER 


NEURO- 
PSYCHIATRY 


“Manic 
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Psychosis’’ 


DR, TUCKER 


NEURO- 
PSYCHIATRY 


“Paresis”’ 


DR. TUCKER 


OBSTETRICS 


‘“*Management 
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“Injuries to 
Large Blood Vessels 
and 
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DR. McNEALY 
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RECESS 
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DR. PINCOFFS 
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“‘A Review 
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Tests Used 
in Gynecology’’ 
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Abdominal 
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“Pediatric 
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‘Obstetric 
Protection’’ 


DR. PRIDE 
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“Diagnosis and 
Treatment of 
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“Treatment 
of 
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DR. PRIDE 
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SHORT COURSE NOTES 
MEETING PLACE 


Ail meetings of the Short Course will be held at 
Beach Rest, which is on the ocean, just off Main Street. 


REGISTRATION 
Registration will begin at 8:00 o’clock Monday morn- 
ing, June 19. i gg a to register ahead of ~_ 
may do so through D Tillman, Gainesville. 
registration fee of $5. 00 will be charged. 
RECREATION 
Daytona Beach was selected for the Short Course 
because of the varied type of recreation it offers. It is 
the hope of the Committee that the doctors will bring 
their families and make the week one of rest and re- 
laxation as well as study. In addition to the attractions 
of the famous beach, those attending may enjoy golf, 
and fishing trips may be arranged if desired. 


FACULTY 
PEDIATRICS 
Dr. Wilburt C. Davison, Dean of the School of Medi- 
cine and Professor of Pediatrics, Duke University, 
Durham. 
NEUROPSYCHIATRY 
Dr. Beverley R. Tucker, Professor of Neuropsy- 
chiatry, Medical College of Virginia, Richmond. 
MEDICINE 
Dr. Maurice C. Pincoffs, Professor of Medicine, 
University of Maryland School of Medicine, Baltimore. 
OBSTETRICS 
Dr. W. T. Pride, Professor of Obstetrics, University 
of Tennessee, Memphis. 
SURGERY 
Dr. Raymond W. McNealy, Associate Professor of 
Surgery, Northwestern University Medical School, 
Chicago. 
GY NECOLOGY 
Dr. R. J. Crossen, Assistant Professor of Obstetrics 
and Gynecology, Washington University School of 
Medicine, St. Louis. 





HEART DISEASE STILL IS LEADING 
CAUSE OF PHYSICIANS’ DEATHS 
Heart disease was again the leading cause 

of death, as it has been for many years, of 

physicians whose obituaries were published in 

The Journal of the American Medical Asso- 

ciation in 1938, a summarizing editorial in The 

Journal for April 29 points out. 

“The number of obituaries of physicians 
published in The Journal during 1938 was 
3,768, including 3,630 of the United States 
as compared with 3,277 in 1937, also 138 of 
Canadian physicians,” the editorial states. 

The average age at death of those classified 
as of the United States was 65.6, as compared 
with 65.4 in 1937. The highest number of 
deaths, 590, occurred between the ages of 65 
and 69. 

Arteriosclerosis was the second most fre- 
quent cause of death, with 442 victims. Cere- 
bral hemorrhage ranked third with 384 deaths ; 
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28 additional deaths were reported as due to 
paralysis. Fourth on the list was pneumonia 
with 350 deaths, of which 111 were specified 
as due to bronchopneumonia. Cancer was re- 
ported as the cause of death in 334 cases, 
while nephritis was reported in 204 deaths. 

Classifying the deaths by civil positions, the 
editorial says that: 

“Among the decedents were 206 physicians 
who were or had been teachers in medical 
schools, 466 who had served in the World 
War, 13 veterans of the Civil War and 70 
veterans of the Spanish-American War. One 
hundred and eighty-one were or had been 
health officers, 151 members of boards of ed- 
ucation, 72 members of boards of health and 
21 members of state boards of medical exam- 
iners, There were 75 who were or had been 
coroners, 51 mayors, 39 members of state 
legislatures, 32 authors, 26 bank presidents, 15 
pharmacists, 15 members of city councils, 12 
editors, 10 postmasters, 10 police surgeons, 8 
dentists, 7 missionaries, 5 clergymen, 4 law- 
yers, 2 justices of the peace, 1 United States 
Senator, 1 Congressman and 1 judge. There 
were 21 members of the United States Army 
Medical Corps, 12 of the United States Navy 
Medical Corps, 13 of the United States Public 
Health Service, 13 of the Veterans’ Adminis- 
tration and 5 of the Indian Medical Service.” 





POSTGRADUATE EDUCATION MUST 
BE TAKEN TO RURAL PHYSICIANS 


Since the people have learned to depend on 
their physician to such a point that they 
will not accept a temporary substitute doctor 
for even a short period, postgraduate medi- 
cal education in rural communities must be 


taken to him, Amos Christie, M.D., San Fran- 
cisco, states in The Journal of the American 
Medical Association for April 29. 

He suggests that this may best be done by 
a full time physician, whom he calls a circuit 
rider. This term has the connotation of the 
lawyer who pioneered the West, as did 
Abraham Lincoln in his day. 

“A full time person,” he believes, “well 
trained in a branch of clinical medicine and 
serving for not longer than two years, could 
learn much to take back to his medical center 
and by reason of his academic training could 
keep the practitioners in the outlying districts 
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well up on his subject. By traveling from place 
to place, by knowing local conditions and by 


possessing factual information and _ tact, he 
might be able to raise the standards of medi- 
cal practice to a high degree. Herein may lie 
the future of postgraduate medical education. 

“There should be a well defined purpose 
before such a program is initiated. If its aim 
is to raise the standard of well baby confer- 
ences, all efforts should be directed to this 
purpose. 

“The greatest need for postgraduate medi- 
cal education or refresher courses in pediatrics 
is felt by men who have been away from med- 
ical school more than five years. More time 
must be allowed for those rural areas in which 
it is impossible for the physicians to leave 
their practices for refresher courses. One 
month or, preferably, two months should 
The consultant 
should first 
conditions and the personalities peculiar to the 


be the minimal requirement. 


acquaint himself with local 
area. In this way he can accomplish more, 
particularly if the available time is not spread 


too thinly over too wide an area. 


“Choosing the person who is to act as con- 
sultant or instructor is most important. Time, 
thought and energy should be expended on 


obtaining the best possible physician.” 





REPORT OF DISTRICT COUNCILOR 
FIFTH DISTRICT— 

W. McL. SHaw, M. D 

NASSAU, CLAY, DUVAL AND ST. JOHNS 


..... Jacksonville 


The Fifth District comprises the Counties 
of Duval, St. Johns, Clay, and Nassau. Ac- 
tive medical organizations exist only in Duval 
and St. Johns Counties. Physicians from Clay 
and Nassau Counties have joined the organ- 
ized medical groups of Duval and St. Johns 


Other reports published J. Florida M. J. 24: 403- 
404 (February), 1939. 
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Counties. One question requiring investigation 
by the Councilor has been brought to his at- 
tention during the year. 


Duval County has an active membership of 
one hundred and sixty-one, being one of the 
largest societies in the State. Meetings are 
held on the first Tuesday night of each month. 
Two members were transferred to other 
societies during the year. Two members were 
lost by death. Ten new members have been ad- 
mitted by election. 


The society held nine regular scientific 
meetings during the year. Guest speakers 
from other parts of the State included Dr. 
Frederick K. Herpel of West Palm Beach, 
Dr. Herbert Bryans of Pensacola, and Dr. J. 
S. Turberville of Century. The Society is en- 
joying a healthy growth and the average at- 
tendance at the monthly meetings was good 
during the entire year. Through the genero- 
sity of the State Board of Health our monthly 
meetings have been held in the new auditor- 
ium, recently completed, in the State Board of 
Health Building. 


A report of the activities of the St. Johns 
County Medical Society shows the society had 
ten regular members during the year ; lost one 
by removal, Dr. R. R. Hilborn, Bunnell, 
who is now located at Stanfield, N. C.; and 
added one, Dr. Donald T. Rankin, of Alto, 
Ga., transferred from Habersham County 
Medical Society, of Georgia, who is now lo- 
cated at Bunnell, Florida. 


Meetings were held regularly during the 
year, except in July and August, vacation 
days for most of our members. Meetings were 
well attended and interesting. All dues were 
paid and the Society is in good condition, 
financially. 

The Society entertained as guest speakers, 
Dr. W. A. McPhaul, Florida State Health 
Officer, and Dr. A. B. McCreary, Director of 
County Health Units, in April, 1938. Both 
addressed the Society and urged that a County 
Health Unit be established in St. Augustine. 
The addresses were enjoyed and the Society 
went on record as favoring the establishment 
of a County Unit. The committee on Public 
Health and Legislation is making a study of 
the situation, but nothing definite has been 
accomplished to date. 
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ATTENTION, COUNTY MEDICAL SOCIETIES 

An organization operating under the name 
of the Florida Society of Sociology and Pro- 
phylaxis, 424 American Bank Building, 
Miami, has obtained the endorsement of a 
number of medical societies throughout this 
State. It appears from information received 
from the American Medical Association’s Bu- 
reau of Investigation that the organizers of 
this Society have been operating various 
rackets for many years. The organizers of the 
Florida Society of Sociology and Prophylaxis 
bear a questionable reputation with the Ameri- 
can Medical Association, from whom infor- 
mation can be obtained regarding their pre- 
vious activities. 

. + « 


STATE NEWS ITEMS 
Dr. Herbert L. Bryans of Pensacola was 
elected president of the local Rotary Club in 
March. Another of the State Medical Associa- 
tion’s past presidents has thus been honored. 


* *K * 


The 24th Annual Meeting of the American 
Association of Industrial Physicians and Sur- 
geons and Industrial Hygiene will be held at 
the Hotel Statler, Cleveland, Ohio, June 5, 6, 
7, and 8. A program of timely interest and im- 
portance will be presented by speakers of out- 
standing experience in all of the medical and 
engineering problems involved in industrial 
health. A cordial invitation is extended to all 
whose interests bring them in contact with 
these problems. Information regarding hotel 
accommodations, etc., may be obtained from 
A. G. Park, Convention Manager, 540 North 
Michigan Avenue, Chicago. 


* K * 


The International Association of Milk San- 
itarians, Inc., will hold its 28th Annual Meet- 
ing in Jacksonville at the Hotel Mayflower, 
October 25, 26 and 27. This organization is 
composed of dairy scientists, milk control 
officials and leaders of the dairy industry. It 
publishes the Journal of Milk Technology and 
promotes sound dairying by encouraging the 
adoption of improved methods and the em- 
ployment of competent personnel. It is be- 
lieved the meeting will be of interest to physi- 
cians and a cordial invitation is given them 
to attend the sessions, 
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The last of the dramas in the series of 
weekly radio programs by the American Med- 
ical Association and the National Broadcast- 
ing Company will be presented during June 
and will deal with the general subject “Using 
Health Knowledge.” This program will be 
broadcast over the Blue network of N. B. C. 
each Wednesday, at 2 P. M. c. s. t., as follows: 
May 31—Checking Up on Health. 

June 7—Vacations—Why and How. 
June 14—Never Stop Learning. 
June 21—Answering Your Questions. 


Dr. Marshall Faver of Miami is taking a 
postgraduate course in ophthalmology at the 
George Washington University, Washington, 
=~. <. 

* ¢ 

At the health institute held in Orlando, 
March 31, the following doctors appeared on 
the program: Dr. H. Marshall Taylor of Jack- 
sonille; Drs. W. Henry Spiers, Carl D. 
Hoffmann and W. E. Sinclair of Orlando. 
The institute was held at the Memorial Junior 
High School auditorium under the sponsor- 
ship of the Woman’s Auxiliary of the Orange 
County Medical Society. 


ok * *K 


Dr. R. C. Woodard, superintendent of the 
James M. Jackson Memorial Hospital at 
Miami, appeared on the program of the South- 
eastern Hospital Conference in Jacksonville, 
the early part of April. The subject of Doctor 
Woodard’s paper was “Progress of Group 
Hospitalization.” 

ee * 

Dr. F. Clifton Moor of Tallahassee, newly 
elected city commissioner, was guest speaker 
on April 6 at a general meeting of the Talla- 
hassee Woman’s Club. His subject was “Can- 
cer Control.” 

a ae 

Dr. Thomas E. Buckman of Jacksonville, 
president of the Duval County Medical So- 
ciety, gave the opening address at a health 
institute held in the State Board of Health 
Building and sponsored by the Woman’s Aux- 
iliary of the Duval County Medical Society, 
on April 5. Other speakers and their subjects 
were : 


Dr. L. H. Kingsbury of Orlando, “Tuber- 
culosis”; Dr. K. K. Waering of Jacksonville, 
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“Public Health”; Dr. Edward Jelks of Jack- 
sonville, “‘Socialized Medicine”; Dr. Louie 
Limbaugh of Jacksonville, ““Diabetes’’; Dr. B. 
F. Woolsey of Jacksonville, “Venereal Dis- 
eases,”’ illustrated with slides; and Dr. Harold 
D. Van Schaick of Jacksonville, “Cancer.” 

x Ok Ok 


The following Florida doctors attended the 
annual meeting of the American College of 
Physicians, held in New Orleans, March 27- 
31: Dr. J. Sudler Hood, Clearwater; Dr. 
Theodore F. Hahn; DeLand; Drs. J. L. Bor- 
land, T. Z. Cason, Stanley Erwin and Louie 
Limbaugh, Jacksonville; Dr. Kenneth Phillips, 
Miami; Drs. Meredith Mallory and Fred 
Mathers, Orlando; and Dr. Herbert L. 
Bryans, Pensacola. 

o's * 

The annual meetings in the six medical 
districts will be held on Thursdays. Early pub- 
lications designated Fridays. At a meeting of 
the Council, held in Daytona Beach in May, 
it was officially decided to continue the annual 
medical district meetings on Thursdays. 
Please note the change of date and make your 
plans to attend your medical district meeting 
this year. 


We're 
oin 


=a, 


SCHEDULE 

= Marianna (A) July 20 

Palatka (C) .......Sept. 14 

Lakeland (D) ......Sept. 28 

West Palm Beach (F) Oct. 12 

Ocala (B) Jet. 26 
BP Sento (E) ov. 


Co 
Are 


ok * * 


Dr. Jack Humphreys announces the opening 


of his office at 8024 N. E. Second Avenue, 
Miami, for the practice of medicine and 
surgery. 
* * * 
BIRTHS AND MARRIAGES 
BIRTHS 


Dr. and Mrs. Arthur J. Bieker of St. Petersburg 
announce the birth of a son on April 26. 
ok *K * 


Dr. and Mrs. Jack Humphreys of Miami announce 
the birth of a daughter, Mary Nodan, on April 7. 
MARRIAGES 


Dr. Archie J. Baker and Miss Nettalein Leitner of 
Jacksonville were married April 22. 
- + « 


Dr. William H. Ball of Panama City and Miss 
Lucile Mercedes Clarke of Dothan, Alabama, were mar- 
ried on May 15. 
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FOR SALE: Because of failing health from diabeti 
gangrene am forced to abandon a lucrative practice o 
10 years’ duration. Whole house, 11 rooms; also som 
equipment. For further particulars address B. F. Eck 
man, M.D., 2717 Ponce de Leon Blvd., Coral Gables 
Florida. 





COMPONENT COUNTY SOCIETIES 
DADE COUNTY MEDICAL SOCIETY 

The April meeting of the Dade County 
Medical Society was held on the evening of 
the 4th at the Ingraham Building. The scien- 
tific program consisted of two papers. One 
was by Dr. Theodore M. Berman on “Roent- 
gen Diagnosis of Intra-Abdominal Extra- 
Gastro-Intestinal Masses,” illustrated by lan- 
tern slides. Dr. Frazier J. Payton led the 
discussion. Dr. George N. MacDonell, city 
health officer, presented “Yellow Jack,” 
which was discussed by Dr. Charles L. 
Williams, Assistant Surgeon General of the 
U.S. &. 38. &. 

2 @ 
DUVAL COUNTY MEDICAL SOCIETY 

‘The regular meeting of the Duval County 
Medical Society was held April 4 in the library 
of the Board of Health Building at 8:15 p. 
m., Dr. Thomas E. Buckman presiding. The 
scientific program was in charge of Dr. George 
W. Croft and an interesting paper entitled 
“Epilepsy from the Neurological Surgical 
Standpoint” was given by Dr. J. G. Lyerly. 
The business meeting followed and the society 
went on record as unanimously favoring the 
proposed Basic Science Law. 

The following were elected to the House of 
Delegates of the Florida Medical Association 
for the meeting to be held in Daytona Beach: 
Delegates: Drs. J. L. Boone, Robert B. Mc- 
Iver, L. Y. Dyrenforth, H. Marshall Taylor, 
Frederick J. Waas, S. E. Driskell, E. T. 
Sellers and Thomas E. Buckman; Alternates : 
Drs. Alan Brown, Luther W. Holloway, W. 
McL. Shaw, Gordon H. Ira, Charles B. 
Mabry, J. B. Black, H. B. McEuen and Her- 


man Brooks. 
x ok x 


FRANKLIN-GULF COUNTY MEDICAL SOCIETY 
The Franklin-Gulf County Medical Society, 
youngest in the Association, is on the honor 
roll of 100% paid societies. Dr. Chapman 
Dykes of Carrabelle is president and Dr. A. 
L. Ward of Port St. Joe is secretary of this 
society. 
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PALM BEACH COUNTY MEDICAL SOCIETY 
The Palm Beach County Medical Society, 
embracing a membership of 58, is a 100% 
paid society. This active organization is this 
year headed by Dr. R. Gaylord Lewis, presi- 
dent; G. W. Heath, vice president; C. Jen- 
nings Derrick, secretary; and Frederick K. 
Herpel, treasurer. 
* 


* x 





MEDICAL 





PASCO-HERNANDO-CITRUS COUNTY 
SOCIETY 

Dr. W. Wardlaw Jones entertained the 
Pasco-Hernando-Citrus County Medical So- 
ciety at the Edwinola Hotel in Dade City, 
Thursday evening, April 13, 1939. 

The society received a letter from Senator 
George A. Dame, regretting his inability to 
attend the meeting, and the secretary was in- 
structed to write Doctor Dame expressing  re- 
gret of his absence. 

More time was asked by the Board of 
Trustees to get the Society incorporated. 

All members present gave very interesting 
reports of clinical cases. 

Dr. Sistrunk invited the Society to hold its 
next meeting with him in Dade City, May 11, 
1939, 

Those present were: Drs. J. T. Bradshaw, 
C. L. Carter, G. R. Creekmore, W. W. Jones, 
S. C. Harvard, H. L. Harrell, P. J. Hudson, 
D. B. Manley, and R. D. Sistrunk. 


The Pasco-Hernando-Citrus County Medi- 
cal Society has a more scattered membership 
than any other society of its size in Florida. 
The 15 members of this organization are 
drawn from eight cities. That this society is 
again 100% paid indicates a well-organized, 
cooperative group. Dr. Claude L. Carter of 
Inverness is president; Dr. H. L. Harrell of 
Dade City and Dr. A. C. Coogler of Brooks- 
ville vice presidents ; and Dr. G. R. Creekmore 
of Brooksville, secretary and treasurer. 

x ok Ok 
PINELLAS COUNTY MEDICAL SOCIETY 

The Pinellas County Medical Society now 
holds the honor of being the largest 100% 
paid unit in the Association. Ninety-one active 
and one honorary member constitute this so- 


ciety which is this year under the direction of 
Drs. E. C. MacCordy, president ; N. W. Gable, 
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FLORIDA SANITARIUM AND HOSPITAL 


located on one of Orlando’s beautiful lakes and 
encircled by shaded lawns and orange groves, 
offers a cheerful, homelike atmosphere that in- 
duces rest and relaxation for the convalescent 
and the nervously fatigued individual seeking 
a quiet place. Facilities available for check-up 
and diagnosis, in charge of efficient, registered 
technicians. The daily routine includes pre- 
scribed diet, hydrotherapy and other forms of 
physical therapy, exercise, and social activities 
for those able to engage in them, and the best 
of nursing care by skilled professional nurses. 
Member of American Hospital Association. 
Ethical co-operation with the profession. Phy- 

- sicians cordially invited to visit the institution. 
Write for additional information. 
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ORLANDO, FLORIDA 














Cook Gounty 
Graduate School of Medicine 


(IM AFFILIATION WITH COOK COUNTY HOSPITAL) 
Incerporated net fer profit 


ANNOUNCES CONTINUOUS COURSES 


MEDICINE—Two Weeks’ Course, June 5 and 
October 9. Two Weeks’ Gastroenterology, 
June 19 and September 25. Personal Courses 
every week. 

SURGERY—General Courses, One, Two, Three 
and Six Months; Two Weeks’ Intensive Course 
in Surgical Technique with practice on living 
tissue; Clinical Courses; Special Courses. 
Courses start every two weeks. 

GYNECOLOGY—Two Weeks’ Course, June 5 
and October 9. Two Weeks’ Personal Course 
June 19. Four Weeks’ Personal Course Au- 
gust 28. 

OBSTETRICS—Two Weeks’ Intensive Course 
June 19 and October 23. Informal Course 
every week. 

FRACTURES AND TRAUMATIC SURGERY— 
Ten-Day Formal Course, June 19 and Septem- 
ber 25. Informal Course every week. 

OTOLARYNGOLOGY—Two Weeks’ Intensive 
Course starting September 11. Informal Course 
every week. 

OPHTHALMOLOGY —Two Weeks’ Intensive 
Course starting September 25. Informal Course 
every week. 

CYSTOSCOPY—Ten-Day Practical Course rotary 
every two weeks. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES OF MEDICINE, SURGERY AND THE 
SPECIALTIES EVERY WEEK 
Teaching Faculty 
ATTENDING StaFF oF Coox County Hoseitat 


Address 
Registrar, 427 South Honore Street, Chicago, Ill. 
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r., and C. B. Wright, vice presidents; and 
g I 


W. C. McConnell, secretary-treasurer. 


At the April 7 meeting of the Pinellas 
County Medical Society, Dr. D. F. H. Mur- 
phey of St. Petersburg was principal speaker, 
presenting a paper on “Treatment of Menin- 
gococcus Meningitis.”’ 


The following resolution was_ recently 
passed by the Pinellas County Medical Society 
in connection with the death of Dr. Andrew 
P, Albaugh, an honorary member of the 
Society : 

WHEREAS, God in all His wisdom has seen fit to 
withdraw from our midst our beloved colleague and 
brother, Doctor Andrew P. Albaugh, who for over fifty 
years has unselfishly and with great devotion served his 
fellow, men, and 

WHEREAS, Doctor Albaugh was a charter member 
and a past president of the Pinellas County Medical 
Society and at the time of his death was the oldest 
member of the organization, remaining actively en- 
gaged in practice until only a few days before his death 
on Thursday, March 16; and 

WHEREAS, His life was a full and exemplary one. 
Besides his work in the medical profession, he was a 
valued leader in civic, church and school affairs as 
well. Born June 23, 1862, at Kilgore, Ohio, Dr. Albaugh 
received his education at Ohio Northern and later at- 
tended Miami Medical College at Cincinnati, receiving 
his medical degree from this coilege in 1887. Ten years 
later he movéd with his family to Tarpon Springs and 
soon became one of the municipality's foremost citizens. 
He served several years as president of the city council 
and at the time of his death he was city health officer. 
He had also served as a member of the local school 
board, as chairman of two Liberty Loan drives and 
during the World War was local chairman of the Red 
Cross. For forty years he had been actively engaged in 
the work of the Trinity Methodist Church and resigned 
as teacher of the adult Bible class only last Saturday. 
In 1900 he became local surgeon for the Atlantic Coast 
Line Railroad, resigning this position two years ago but 
continuing in honorary standing. In 1905 he was ap- 
pointed local observer for the U. S. Weather Bureau 
and only a short time ago he was congratulated by the 
chief of the bureau for his long and faithful service. 
Among other organizations with which he was affiliated 
were the Masonic Lodge, the Knights of Pythias and 
the Woodmen of the World. 

THEREFORE, Be it so ordered by vote of this 
society that this resolution be spread upon the minutes 
of this meeting, a copy sent to the widow and another 
copy sent to the Journal of the Florida Medical Asso- 
ciation for publication. 

Respectfully submitted, 
C. B. WRIGHT, M. D., Chairman 
E. A. HEIBNER, M. D. 
R. K. O’BRIEN, M.D. 


+ ¢ * 
TAYLOR COUNTY MEDICAL SOCIETY 

The Taylor County Medical Society has 

selected as its officers for the current year: 

president, Dr. George H. Warren; vice-presi- 

dent, Dr. J. L. Weeks; secretary-treasurer, Dr. 

Ralph J. Greene. This society has a inem- 
bership of 8. 
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